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THE EVOLUTION OF THE EYE, EAR, NOSE AND 
THROAT SPECIALTY IN THE OSTEOPATHIC 
PROFESSION 


For about fifteen years after osteopathy began 
to be taught in 1892, every osteopathic physician was 
a general practitioner. There was very little thought 
of anyone becoming a specialist. About 1907 there 
began to be some talk of various specialties in our 
national gatherings. That year the trustees of the 
A.O.A. encouraged those interested in any of the 
specialties to get together and form sections. Through 
these sections an opportunity was given for the study 


of specialty subjects during the national A.O.A. con- 
vention. 


In 1908 at the A.O.A. convention at Kirksville, 
Mo., a call was made by Dr. C. C. Reid for a meeting 
of those interested in any way in eye, ear, nose and 
throat as a specialty. Forty-two responded. A busi- 
ness session was held, the section was formed, and 
Dr. C. C. Reid was elected chairman; in his files is 
a complete list of the forty-two who attended. Dr. 
Reid served as chairman for eight years. Dr. W. 
D. Dobson of St. Louis was elected secretary. 


Interest in the specialty gradually grew, year 
after year. A few at the original meeting of that 
section are still in practice: Drs. F. P. Millard, Tor- 
onto, Canada; F. I. Furry, Denver, Colo.; C. H. 
Buffum, Sheridan, Wyo.; Josephine E. Morelock, 
Honolulu; and H. R. Bynum, Memphis, Tenn. In 
a few years the section was joined by such men as 
Drs. T. J. Ruddy, J. D. Edwards, D. W. Granberry 
and John W. Deason. The section rapidly developed 
in its numbers and influence. Many things with an 
osteopathic application were discovered about condi- 
tions of the eye, ear, nose and throat and presented 
in our meetings. The desire arose on the part of 
those who were leading the section for more extensive 
study and programs. 


THE AMERICAN OSTEOPATHIC SOCIETY OF 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 


On Monday, July 31, 1916, a large number of 
members of the A.O.A. assembled in the Convention 
Hall in Kansas City, Mo., to hear a program given 
by the Section on Eye, Ear, Nose and Throat. At 
the conclusion of the program Dr. T. J. Ruddy came 
forward and offered a resolution which resulted in 
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the organization of the American Osteopathic Society 
of Ophthalmology and Otolaryngology. Machinery 
was set up for the functioning of this society which 
for many years after had its meetings three or four 
days just preceding the A.O.A. conventions. 


THE INTERNATIONAL SOCIETY OF OSTEOPATHIC 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 

Great development was promoted in the specialty. 
Finally there arose a desire among the leading eye, 
ear, nose and throat men to create standards for recog- 
nition of those who were devoting all of their time 
to the specialty. As a result, at the meeting of the 
American Osteopathic Society of Ophthalmology and 
Otolaryngology, June 24, 1928, at Kirksville, Mo., a 
resolution was offered by the Ethics Committee out- 
lining a plan for the formation of a Board of Exam- 
iners who would test the qualifications of those desir- 
ing to enter a new society to be set up which would 
give programs in advanced work in eye, ear, nose 
and throat. This resolution was filed for considera- 
tion for one year. When the society convened in 
1929 just preceding the meeting of the,A.O.A. at Des 
Moines, Iowa, the resolution was adopted and plans 
set up for the formation of the advanced society. The 
following were chosen to serve for the year 1929-30: 
Drs. C. C. Reid, President; T. J. Ruddy, Vice-Presi- 
dent; J. D. Edwards, Secretary-Treasurer; A. C. 
Hardy, L. S. Larimore, and H. J. Marshall, Trustees. 
During the year the society began to take definite 
form. 

At the meeting in Philadelphia in 1930, the same 
officers were elected and arrangements made so that 
one would be elected each year to serve for six years 
on the Board of Trustees. 

At the Seattle meeting, July 28, 1931, the name 
International Society of Osteopathic Ophthalmology 
and Otolaryngology was adopted and the forms of 
certificates were accepted which granted a fellowship 
to those who passed the examinations under the Board 
of Examiners. Since that date the I.S.0. with its 
Examining Board has functioned through the years 
with a continuous elevation of standards. About: 
twenty were given fellowships. 


CERTIFICATION BOARD 

In 1939 the A.O.A. evolved plans for an Advisory 
Board for Osteopathic Specialists to assist in setting 
up examining boards in the various specialties. Stand- 
ards were to be set up and examinations given under 
the boards established. Dr. C. Paul Snyder was ap- 
pointed to formulate plans for an eye, ear, nose and 
throat board and called together the eye, ear, nose 
and throat specialists for consideration of a certifica- 
tion plan. The program of the A.O.A. was adopted 
by the I.S.O. A board was set up and the first written 
examination was given at the meeting in Atlantic 
City in 1941. The first board was composed of Drs. 
C. C. Reid, President; T. J. Ruddy, Vice President; 
C. Paul Snyder, Secretary-Treasurer; L. S. Larimore 
and A. C. Hardy. The new examining board, in con- 
junction with the Advisory Board of the A.O.A., 
worked out more and more definite plans for the ex- 
amination and certification of candidates. This was 
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a new milepost in eye, ear, nose and throat specialty 
standards and advancement. 

At the 1944 meeting at Kansas City, oral, written 
and clinical examinations occupying five days were 
given to applicants. A very fine class of young phy- 
sicians is now specializing in eye, ear, nose and throat 
work, 


ORGANIZATION OF THE OSTEOPATHIC COLLEGE OF 
OPHTHALMOLOGY AND OTORHINOLARYNGOLOGY 


On July 13 to 15, 1944, in Chicago, there was a 
special called meeting of the officers and trustees of 
the 1.S.0. and O. & O. L. Societies. All members 
of these organizations were invited to attend. A 
special conference was held for three days to consider 
a plan for the amalgamation of the I.S.O. and the 
O. & O. L. into one organization. General plans were 
outlined and tentatively accepted. 

The annual meeting of the two societies took 
place October 11, 12, and 13, 1944, for a didactic and 
clinical program. It was held in Kansas City, Mo., 
where there are good clinical facilities, four osteo- 
pathic hospital# and the Kansas City College of Oste- 
opathy and Surgery. Consideration was given to the 
plans for the amalgamation of the two societies. A 
constitution and by-laws were adopted setting up the 
Osteopathic College of Ophthalmology and Otorhi- 
nolaryngology. 

Following is a classification of members who may 
take advantage of the programs of the new College: 
Associates, Junior Members and Senior Members. 
Associates are those general practitioners who mani- 
fest an interest in eye, ear, nose and throat work. 
Junior members are those who-are practicing the eye, 
ear, nose and throat specialty sixty per cent or more 
of their time and meet certain other specifications. 
Senior members are those who have taken the exami- 
nations under the American Osteopathic Board of 
Ophthalmology and Otolaryngology and have been 
certified by the A.O.A. 


All the business of the new organization is con- 


ducted by a Board of nine Governors elected by the 
College. The first Board of Governors is composed 
of the following: Drs. C. Paul Snyder, President; 
A. C. Hardy, Vice President; L. S. Larimore, Sec- 
retary-Treasurer; T. J. Ruddy, A. B. Crites, L. A. 
Lydic, Ralph S. Licklider, C. C. Reid, Lloyd A. 
Seyfried and J. Ernest Leuzinger. 

With the formation of the new College the eye, 
ear, nose and throat group in the osteopathic profes- 
sion has now evolved into a perfect organization for 
proper certification and functioning together in a 
clinical, didactic, business, and social program. 

The college adopted the plan of sponsoring sup- 
plements to the A.O.A. JourNat for the present time 
instead of publishing a magazine of its own, such 
supplements to contain, among others, the papers 
given at the annual meeting. Dr. A. G. Walmsley 
was appointed editor. It is the desire of the College 
to cooperate effectively with the whole program of 
the A.O.A. so that we as a profession may be united. 
C. C. Rem. 
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AN EPOCH IN OUR AFFAIRS 


The 1944 meeting at Kansas City of the Inter- 
national and American Osteopathic Societies of Oph- 
thalmology and Otolaryngology marked an epoch in 
the progress of these two groups. They have joined 
together to form the Osteopathic College of Oph- 
thalmology and Otorhinolaryngology. 


The didactic program in the afternoons at the 
Kansas City College was the finest. Operative clinics 
completely filled the mornings from Tuesday until 
Saturday inclusive. Every variety of surgery was 
observed. We were fortunate to have such an ideal 
place in which to hold this meeting. Kansas City 
with its osteopathic college, four osteopathic hospitals 
and unlimited clinical material is to be congratulated. 


Thirteen out of twenty candidates went ahead 
with their efforts for certification by the Amiericar 
Osteopathic Board of Ophthalmology and Otolaryn- 
gology. One completely finished. Many of them have 
very little more to do. 


The eye, ear, nose and throat group had such a 


. successful convention in Kansas City this year that 


it is returning next year and will hold its meeting 
four days previous to the A.O.A. convention. 
C. Paut Snyper. 


THE KANSAS CITY MEETING 


The recent Fall meeting of the 1.S.O. and the 
O. & O.L. will go down in history as a momentous 
occasion! These two organizations are no more and 
in their place is the Osteopathic College of Ophthal- 
mology and Otorhinolaryngology with classes of mem- 
bers to take care of all eye, ear, nose and throat men 
and to encourage them to advance themselves in 
their specialty. Its business should be most capably 
handled by a Board of Governors. A bright future 
seems in prospect for the O.C.O.O. 

From my viewpoint, the thing of next importance 
was the examination of a large number of capable 
candidates for certification. With these young men 
coming on, the future of our specialty in osteopathy 
seems assured. Much was learned by conducting 
these examinations that will be a help to both exam- 
iner and examinee in the future. 


The formal program arranged by Dr. C. M. 
Mayberry was excellent. I heard many complimentary 
remarks about various papers that were given, with 
unstinted praise for the excellent presentations that 
Dr. Edward W. Davidson gave on the sinuses and 
Dr. Antonio Abeyta gave on “Special Technics in 
Eye Surgery.” 

The varied nature of the surgical cases operated 
upon seemed to be a real treat to many of the men 
attending. We hope to put on a bigger and better 
show next summer just preceding the A.O.A. con- 


vention. 
A. B. Carrres. 
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Pitfalls in Cataract Surgery 


A. ABEYTA, D.O. 


Clinical Professor of Ophthalmology and Otolaryngology 
Philadelphia College of Osteopathy 


I am grateful for the privilege of contributing 
something toward making this wartime conference a 
success. It is difficult to decide on a subject which 
will be timely, interesting and instructive. All mem- 
bers of this group are, 1 am sure, well informed on 
the recent developments in the field of ophthalmology. 
For instance, there are several new modifications of 
standard surgical technics, new methods and ideas in 
diagnosis, and radical improvements in chemotherapy 
as it relates to eye diseases. Instead of any of these I 
decided to present a general discussion on the subject, 
“Pitfalls in Cataract Surgery,” based on personal expe- 
rience and observation for a number of years. 

A cataract operation, like any other surgical 
operation, usually follows a preconceived routine. This 
is usually flexible enough to allow for slight modifica- 
tion or to take care of any complications which may 
arise during the procedure. 

Preoperative study of the case is, of course, 
imperative in every instance. The surgeon, or some- 
one for him, must make a complete physical examina- 
tion of each case. 

The extraction of a cataract is done to restore the 
patient’s vision for his comfort and welfare. It is not 
performed because the patient’s life is at stake, and 
yet it is considered a major surgical procedure inas- 
much as we are dealing with a major and a very 
highly specialized organ. The loss of an eye through 
surgery perhaps reflects more on the surgeon’s reputa- 
tion than an unsuccessful operation of a more serious 
import. The death of a patient from an unsuccessful 
operation, for example an appendectomy, is taken as a 
matter of course, and as unavoidable, but the patient 
with a blind eye, or an empty eye socket caused 
through an operation, may live for many years as a 
walking testimonial to the eye surgeon’s “ability.” 


Cataract surgery, like any other type of surgery, 
is governed by the law of averages. There is always a 
certain percentage of failures despite the utmost 
Because of the exactness of cataract surgery, there are 
many pitfalls which we may encounter during an 
operation—our reaction to which will mean either suc- 
cess or failure. No amount of book reading will 
impress upon us the importance of avoiding these pit- 
falls as will that great teacher experience. Many of us 
have to learn the hard way, that is, by making mistakes 
and profiting thereby. 

From my own experience and observation, I shall 
try to discuss some of the most common pitfalls 
encountered in cataract surgery. For convenience, I 
have classified their source into four groups: 

(1) Those relating to the patient 

(2) Instruments and armamentarium 

(3) Technic and anesthesia 

(4) Postoperative care 


It must be borne in mind that I am not discussing 
the ideal cataract case: A patient between 50 and 60, 
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in perfect health, free from any systemic disorder or 
focal infection. When the technic is flawless, the 
ideal case, with reasonable postoperative care, recovers 
beautifully in a normal length of time, and the results 
are usually brilliant. The ideal cataract patient, how- 
ever, may not get such brilliant results if we bungle 
the operation by faulty technic, inadequate anesthesia 
or any of many other errors, which can be avoided if 
we maintain constant vigilance at every step of the 
operation and on through the critical period of post- 
operative care. 


Let us discuss, first, those pitfalls which may 
arise through improper or negligent preparation of the 
patient for surgery. Such systemic diseases as dia- 
betes, syphilis and the anemias, while they do not nec- 
essarily contraindicate surgery, should and must be 
brought under definite control before any surgery is 
attempted. Diabetes, in most cases, can be controlled 
by proper diet and insulin administration to a point 
where its effects will be negligible in the healing 
process. It is not advisable to attempt to control dia- 
betes by giving the patient instructions to follow out 
at home. There is too much of a temptation to cheat 
on the diet, or on self-administration of insulin. Some 
patients are inclined also to misinterpret urine tests, 
due perhaps to their eagerness to have the surgery 
done as soon as possible. A suitable period of hospital- 
ization is necessary to insure proper information as to 
the patient’s condition, and this will also give the 
proper control of diabetes. 


Controlled syphilis is not a contraindication to 
surgery. However, an active syphilis may be present 
and not be detected until after surgery has been per- 
formed. A twenty-four hour hospitalization period 
previous to surgery is not sufficient time to make the 
necessary serologic tests for syphilis. If an active 
syphilis is present, the surgical results may be very 
disconcerting to say the least. 


The most common blood disorders such as the 
anemias which may interfere with the results of sur- 
gery are usually detected by the routine blood count. 
Under ordinary circumstances anemia should not inter- 
fere with the results of cataract surgery. If, on the 
other hand, a patient’s blood analysis does not come up 
to standard requirements, or if there is any doubt as to 
the blood picture, it is always wise to wait a few days. 
If necessary, suitable treatment should be instituted to 
bring up the patient’s blood picture to a favorable 
point. 

Infections of the head and neck may prove a dan- 
gerous pitfall in cataract surgery. Infections in the 
mouth, nose or throat may be the cause of an ophthal- 
mitis. Infection of the lacrimal or conjunctival sacs are 
definite contraindications to any eye surgery. These 
infections can usually be detected by inspection. Many 
surgeons routinely make cultures of the lacrimal secre- 
tions prior to surgery. In my experience this is not 
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necessary, because the interpretation of the cultures is 
usually vague and indefinite, and there are any number 
of microorganisms normally present in the mucous 
membranes of the eye. Careful inspection of the lac- 
rimal and conjunctival sacs is yery necessary because 
a mild chronic infection or inflammation of these parts 
may be easily overlooked and after surgery has been 
performed, it may be the source of a dangerous infec- 
tion, which may result in the loss of the eye. 


Another pitfall which may be encountered is 
increased intraocular tension. The danger lies in an 
unrecognized compensated glaucoma. The eye may 
appear normal on first inspection, and even on subse- 
quent inspections. This glaucomatous tendency may be 
difficult to detect and may not be revealed until the 
patient is on the operating table. Immediately after 
the limbal incision, the lens is dislocated forward, an 
excess of vitreous is likely to be lost, and the final 
results may be very disappointing. To avoid this, it is 
well to examine for tension by palpation or by a 
tonometer reading. Inspection of the disc with the 
ophthalmoscope may help in revealing a compensated 
glaucoma. In these cases, a sclerocorneal suture, previ- 
ously placed, is obviously a necessity. The suture may 
be tied immediately upon delivery of the lens to pre- 
vent escape of vitreous. 


Let us consider now the pitfalls which we may 
encounter in anesthesia. The danger here lies more in 
insufficient anesthetic administered, than in method 
and technic. It is not only impossible to work on a 
partly desensitized eye, but the results may be disas- 
trous if the anesthetic used is inadequate. It is embar- 
rassing, to say the least, to find that the deep eye 
reflexes are still present after we have started to make 
our limbal incision. My own method of anesthesia is 
the instillation of 3 drops of 4 per cent cocaine in the 
conjunctival sac after the necessary cleansing has been 
done. Then I use one and one-half to two cubic centi- 
meters of 2 per cent novocaine injected deeply in the 
retrobulbar region. I seldom use akinesia of the eye- 
lids. I do not find this necessary in the average 
patient, and I get perfect control of the eyelids with 
an ordinary lid retractor. I use a bridle suture on 
the superior rectus to steady the eyeball. 


Next we may consider instruments. It may seem 
superfluous to say that instruments for eye surgery 
should be in perfect shape. It is surprising how often 
a dull knife or a badly adjusted forceps will find its 
way to the instrument table. In spite of all precau- 
tions, a perfect knife will be rendered useless while on 
its way from its box to the instrument table. To dis- 
cover that we have a dull knife in our hand after the 
incision has been started, is most disconcerting. A 
good incision is perhaps the most important single step 
in cataract surgery. Badly adjusted iris forceps or 
capsule forceps may also prove detrimental to clean 
surgery. To insure perfect instruments, one must test 
them personally, just before sterilization. It is not 
wise to delegate this part of the routine to a nurse, or 
inexperienced assistant. In my experience, a dull knife 
has been the most common pitfall which I have had to 
guard against. I never use a knife twice in succession 
without its being re-sharpened. To avoid the pitfalls 
of poor armamentarium it is well for the operator to 
take a few extra minutes in order to check over the 
instruments required. Special attention should be 
given to knives, scissors, and fine forceps. 
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This brings us to the next important step of the 
operation, and one which very often proves a serious 
pitfall in cataract surgery—the limbal incision. Assum- 
ing that our instruments are in perfect condition the 
success of this step of the operation depends largely on 
our good judgment and experience. The type of inci- 
sion employed is not as important as its exact location, 
clean-cut edges, and adequate extent. There are any 
number of methods and technics in performing this 
important step. Some surgeons prefer to make the 
complete incision with a Graefe knife alone; others 
prefer to use a combination of keratome and scissors. 
Some use a flap and still others make the incision under 
a conjunctival apron. Any of these methods is good 
in skillful hands. Regardless of the method used, the 
point of the instrument, whether keratome or knife, 
should be placed about 1 mm. in front of the base oi 
iris—this step is of the utmost importance because the 
transition of the sclera into cornea is not always clearly 
defined. The so-called sclerocorneal margin is a varia- 
ble transitional zone sometimes 2 or 3 mm. in width. 
This, oftentimes, makes the base of the iris difficult to 
see. The point of the instrument should be directed 
toward the center of the lens until the cornea is pierced. 
When the point of the instrument is seen in the an- 
terior chamber, and not before, its point is then 
directed toward the opposite side when using a 
Graefe knife. If these precautions are kept in mind, 
splitting the cornea is avoided and a clean incision is 
assured. The extent of the incision should include 
fully one-half of the corneal margin. This is always 
a safe procedure because cataracts vary in size and 
occasionally one encounters an extra large cataract 
which may be difficult to deliver through a smaller 
incision. 

After delivery of the lens, excessive loss of 
vitreous may occur. This may be the result of in- 
creased intraocular tension, which should be guarded 
against, as I mentioned previously. It may also be 
the result of inadvertent pressure on the eyeball, 
caused by the lips of the eyelid retractor or an instru- 
ment in the hands of the operator. The loss of a few 
drops of vitreous is not serious ; however, an excessive 
loss should be guarded against by previously placed 
suture or sutures. It is always safer to use sclero- 
corneal sutures, especially if the intracapsular extrac- 
tion is performed. A suture is not absolutely essential ; 
however, one feels more at ease with at least one 
properly placed suture. 


This brings us to the very important subject of 
sutures. Because most eye surgeons today perform 
the intracapsular extraction, the employment of sclero- 
corneal sutures is almost a necessity. For the extra- 
capsular extraction, they may be dispensed with and 
the outcome of the operation is nearly always satis- 
factory from the standpoint of technic. Their employ- 
ment, however, has become almost universal and since 
their application is relatively simple it is indeed folly 
not to use them in every case for safety’s sake. Every 
eye surgeon has his own method of applying sutures. 
The majority of surgeons use at least two sclero- 
corneal sutures with or without a conjunctival flap. 
Personally, I use only one suture, placed according to 
the method of Mendoza. This method takes a little 
time, but I believe it has its advantages. The suture 
is placed before the incision is made, and the coapta- 
tion of the parts is exactly as it was before the incision 


Eye, Ear, Nose and Throat *® 
Vol. 1, No. 1, December, 1944 


was made. Another point in its favor is that after the 
incision is closed, there is no possibility of any part 
of the suture remaining in the anterior chamber. The 
type of suture employed is immaterial. The important 
thing is to have a suture in place, ready to tie as soon 
as the cataract has been delivered. In the event of 
prolapse of the vitreous, the surgeon can quickly take 
up on the suture and prevent complete collapse of the 
eyeball—a most disastrous accident in cataract surgery. 


While we are in the anterior chamber, the question 
of whether or not an iridectomy should be performed 
should be considered. It has been my observation that 
most surgeons today perform some sort of iridectomy 
in every cataract case. The type of iridectomy may be 
peripheral, sphincteral, or basal. In very exceptional 
cases, one should attempt a cataract extraction without 
iridectomy. The risks of trying to deliver an unusually 
large lens through a dilated pupil are too great—to say 
nothing of postoperative glaucoma which may result 
a year or so later. Another risk is the drawing up of 
the iris towards the wound with perhaps complete 


obliteration of the pupil, which may occur as a late © 


complication. Personally, I prefer to do a basal iridec- 
tomy, practically identical with the type of iridectomy 
used for glaucoma. It is simple to do and the danger 
of postoperative glaucoma is minimized. 


Let us now consider the toilet and dressing of 
the eye following operation. As I mentioned previ- 
ously, and it is worth while repeating, constant vigi- 
lance is absolutely necessary in cataract extraction. 
From the very beginning of the operation until the 
patient is safely back in bed, there may be many pit- 
falls, to prevent a successful operation. Not the least 
of these is the toilet of the wound. The wound should 
be closed immediately after delivery of the lens. Irri- 
gation of the anterior chamber should be done at this 
time only if necessary, otherwise a clean anterior 
chamber should be left undisturbed. The edges of the 
wound and iris pillars are adjusted lightly when neces- 
sary, and the eye closed. Unnecessary meddling in the 
wound should be avoided; it only exposes the eye to 
infection, and unnecessary delay in closing the eye 
may invite trouble. One should carefully examine the 
anterior chamber for remnants of the lenticular cap- 
sule or other debris. A stream of saline solution 
directed into the anterior chamber is usually sufficient 
to cleanse it thoroughly. If, however, large remnants 
of capsule remain, these should be removed with 
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capsule forceps at this time. Large remnants of the 
capsule very frequently remain in the anterior chamber 
and subsequently interfere materially with vision. The 
customary dressing should be applied and not disturbed 
for at least 48 hours. Redressing an eye in less than 
48 hours releases the pressure on the eyeball, and the 
edges of the wound may become separated—a condi- 
tion which will delay healing and invite infection. 
To put it briefly, the toilet and dressing of the eye 
should be done quickly, carefully, and with as little 
handling as possible, If we have avoided the numerous 
pitfalls up to this point, the chances of a successful 
operation are very much in our favor. 


In almost every case, it is advisable to employ a 
night and a day nurse for the first two or three days. 
The patient should lie on his back for at least 24 hours 
with head supported by sandbags. I do not subscribe 
to the practice of having the patient out of bed in 24 
hours. Some surgeons have the patient get up from the 
operating table and walk to his room. I do not think 
this practice is commendable or desirable. Any sur- 
gical operation is accompanied by more or less shock, 
and we should guard against it for safety’s sake. In 
case of necessity, one may be forced to have the 
patient walk from the operating table, but it should 
never be done, in my opinion, merely for show. The 
average cataract case requires a hospitalization period 
of from 10 to 14 days. During this time, a clean case 
should not be redressed oftener than every other day. 
The normal tear secretions constantly bathe and 
cleanse the wound. This natural flow of tears keeps 
the eye clean and exposure of the wound is not only 


unnecessary, but may be detrimental to the healing 
process. 


In conclusion, we may briefly state that most of 
the pitfalls encountered in cataract surgery may be 
avoided by a thorough knowledge of the physical con- 
dition of the patient; elimination of dangerous local 
infections prior to surgery, and adequate anesthesia. 
One must also be assured that all eye instruments are 
in first class condition. It is impossible to do good 
work with a set of poor instruments. 


These general requirements for good surgery 
sound simple enough, but in order to obtain them, 
constant vigilance on the part of the operator is 
necessary. 
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Before one can accurately diagnose a given case 
of strabismus or institute an effective treatment, the 
underlying reasons for the deviation must be well 
understood. Binocular single vision is dependent on 
perfect coordination of the twelve ocular muscles and 
their associated centers. Any deviation from this re- 
sults in an ocular imbalance, either in the form of con- 
comitant or paralytic strabismus or phoria. The 
causation may be classified either as an anomaly of one 
or more of the muscles—structure, insertion, innerva- 
tion—or as an anomaly of one of the centers of asso- 
ciated or conjugate movements. 


To determine the muscle or center at fault, it is - 


necessary to obsegve or measure the deviation in the 
six cardinal fields of gaze and in the primary position 
for both near and distant vision. 


An exotropia that is greater for distance than for 
near vision is obviously a case of divergence excess, 
or if greater for near vision, a convergence insuffi- 
ciency. An esotropia that is greater for distance than 
for near vision is a case of divergence insufficiency or 
if greater for near vision, it is a case of convergence 
excess. 

Another example of an anomaly of the associated 
movements is paralysis of convergence and divergence. 
A case that has diplopia for near vision with no 
diplopia or discomfort for distance is a convergence 
paralysis; on the other hand, a case that has diplopia 
for distance with no discomfort for near vision is a 
case of divergence paralysis. 


Paralysis of conjugate movements is rare. It is 
characterized by the inability of the patient to rotate 
both eyes in a given direction at the same time. The 
pupillary distance is always the same. For example, in 
paralysis of sursumvergence the eyes will not move 
upward or in paralysis of dorsumvergence the eyes 
will not move downward, yet in all of these movements 
there is no involvement of any individual muscle, as 
when each eye acts alone with one eye covered there is 
a free and unlimited excursion of movements in all 
directions. 


A deviation that becomes greater as the eyes are 
rotated into one of the six cardinal fields of gaze is 
obviously a form of paralysis of one or more of the 
individual muscles. Before going further, let us briefly 
review the actions of the extrinsic muscles both in the 
primary position and in the six cardinal fields of gaze. 


The action of the internal and external recti is 
relatively simple, rotating the eye inward and outward 
respectively. Due to the oblique axes of the orbits, 
the superior and inferior recti are not in line with the 
visual axes when the eyes are in the primary position 
or eyes front. This gives in reality an oblique action 
to all four of the vertical acting muscles. Gifford’s 
“Textbook of Ophthalmology” states: “The function 
of the superior and inferior recti is primarily to elevate 
and depress the eye, respectively, but they also act as 
adductors and rotators, as will be seen. The action of 
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the-superior oblique is primarily to depress the eye, 
but it also acts as an abductor and as a rotator of the 
upper pole of the eye toward the nose (intorsion). The 
inferior oblique acts as an elevator, abductor and 
rotator of the upper pole outward (extorsion). 


“In vertical movements the maximal elevating or 
depressing action of the vertical recti of each eye is 
exerted when the eye is abducted, while that of the 
obliques is.exerted when it is adducted. Thus the right 
superior rectus functions almost exclusively as an 
elevator when the eye is abducted, since its axis then 
coincides with that of the eye, while the inferior oblique 
does the same when the eye is adducted. For torsion of 
the eye, conditions are the reverse, the rotating effect 
of the superior rectus being maximal when the eye is 
turned in, while that of the inferior oblique is maximal 
when the eye is turned out. In the same way, the right 
inferior rectus functions as the active depressor when 
the eye is turned out, while the superior oblique is the 
depressor in adduction. The torsional effect of the 
inferior rectus is maximal in adduction, that of the 
superior oblique in abduction. Elevation and depression 
in the mid-line is performed by a balanced action of 
the vertical recti and obliques.” 


With the above classification and muscle actions 
in mind, let us consider the fundamental points neces- 
sary for a diagnosis. 

There are three major points that one should keep 
in mind when studying a case of paralytic squint: the 
deviation, limitation of motion, and diplopia. The first 
two are consistently present while diplopia may or may 
not be a symptom. The imbalance with eyes front may 
be only a heterophoria ; or, if a deviation does exist, it 
is always opposite to the maximum action of the par- 
alyzed muscle. Thus, with paralysis of the left superior 
oblique, the affected eye will be deviated upward, or in 
paralysis of the left inferior oblique the deviation will 
be downward. The deviation becomes greater as the 
eyes are rotated into the field of action of the affected 
muscle, thus showing limitation of motion. 


When there is a marked paralysis with no compli- 
cations, the muscle involved can easily be determined 
by merely having the patient fix the eyes on a small 
object that is carried into the six cardinal fields. This 
method, commonly known as the excursion test, en- 
ables the observer to determine the field of limited 
movement. Thus, in right abducens paralysis, the right 
eye will be limited when the eyes are rotated to the 
right. In cases that present only a heterophoria or a 
deviation so slight that it cannot be observed grossly, a 
more intricate test will be necessary. The cover or 
screen test, or its modifications, such as the screen 
parallax, screen Maddox rod, or screen comitance, are 
excellent for this purpose. 


The cover test has the advantage of being purely 
objective ; therefore it can be used on any child that is 
old enough to fix on an object. It reveals the fixing 
eye and uncovers the presence of heterophoria, cyclo- 
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phoria included. It is accurate and quickly applied. 
The only time it cannot be used is in a case where one 
eye has lost the power of fixation. Covered by a small 
card passed to and fro from one eye to the other while 
the patient is fixing on an object, the eye under cover 
will deviate, and when uncovered will move back to 
the fixing position. The type and extent of this move- 
ment is measured by prisms, thus measuring the 
amount of deviation not only in the six cardinal fields, 
but also for distance and near vision in the primary 
position. The amount of deviation when the squinting 
eye is under cover is known as the primary deviation. 
That when the nonsquinting eye is under cover is 
known as the secondary deviation. In paralytic squint, 
secondary deviation is greater than primary. This is in 
contrast to concomitant strabismus where the deviation 
is always equal in all fields. 


Diplopia is always indicative of a paralytic imbal- 
ance and is a most distressing symptom, especially in 
the adult, as the older patient does not have the ability 
to suspend the vision of the deviating eye as readily as 
does the child. Diplopia is greatest in the field of action 
of the paralyzed muscle. Rarely is it present in con- 
comitant strabimus. 


A chart of the diplopia is not usually necessary, 
but there are some cases where it is most helpful in 
the diagnosis. This is especially true when the devia- 
tion is so slight or so complicated that the other tests 
are not conclusive. This not only shows the type of 
double vision, but also will reveal the type of cyclo- 
phoria present providing a vertical streak of light is 
used. Most ophthalmologists give little significance to 
the cyclophoria or tilting of the false image, but in my 
opinion, the importance of this finding should not be 
overlooked. The false image is always tilted toward 
the maximum vertical action of the paralyzed muscle. 
Thus, if a depressor of the right eye is paralyzed, the 
false image will be tilted to the left in paralysis of the 
right superior oblique, or to the right in paralysis of 
the right inferior oblique. 


For testing or making a chart of the diplopia, I 
like to use the red glass test. The procedure is as fol- 
lows: Seat the patient about six feet from a blank 
wall or curtain and have him or an assistant hold the 
red glass over the fixing eye, avoiding the trial frame 
as it does not allow a large enough field. Be certain 
the patient does not tilt or rotate the head. Throw a 
vertical streak of light on the wall, and the patient will 
see a red light with the fixing eye which is the true 
image, and a white light with the nonfixing eye, which 
is the false image. The diplopia will be either crossed, 
homonymous, or vertical. The second step consists of 
moving the light into the six cardinal fields to deter- 
mine the field in which the separation of the images is 
greatest. In case of paralysis of a horizontal rectus, 
the ‘greatest separation will be when the eyes are 
rotated to the right or left. Thus, with paralysis of 
the right external rectus or left internal rectus, the 
diplopia is greatest in the right field. If the diplopia is 
crossed, an internal rectus is affected, but if uncrossed, 
an external rectus is affected. 


The symptoms of vertigo and nausea are fre- 
quently seen in cases where the diplopia comes on sud- 
denly, and are most distresssing in the adult. Young 
children quickly correct this by the act of suppression. 
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False projection, or the misjudging of the position 
of objects, is due to the fact that images no longer fall 
upon corresponding points of the retina. The projec- 
tion occurs in the direction of the normal action of the 
muscle at fault. 


In an effort to bring about single binocular vision, 
the face will be rotated toward the paralyzed muscle ; 
thus, with paralysis of the right external rectus or the 
left internal rectus, the face will be rotated to the right, 
or with paralysis of the left external rectus or right 
internal rectus, to the left. There is no exception to 
this rule. 


The head tilt to the right or left shoulder is pres- 
ent only when a vertical acting muscle is affected. 
Although this is usually characteristic, it will depend 
on whether the vertical diplopia is homonymous or 
crossed. The head will be tilted to the side of the 
higher image. For example, in left superior rectus 
paralysis the false image of the left eye will be the 
higher. Now if this is associated with homonymous 
diplopia, the head will be tilted to the left ; if, however, 
there is crossed diplopia, the head will be tilted to the 
opposite shoulder. 


I should like to mention, in passing, that cases of 
torticollis are frequently due to head tilt of ocular 
origin and that a routine examination of the ocular 
muscles should be made in these cases. 


Before one can institute intelligent treatment, a 
careful study of the case history should be made as to 
any hereditary probabilities, previous illness, or in- 
juries. A refraction to determine the degree of ame- 
tropia must be made both with and without a cyclo- 
plegic, and also the general health of the patient is 
equally important. 


Strabismus in its various forms is of vital interest 
not only to the ophthalmologist, but to other branches 
of the healing profession as well. Patients or parents 
of a child often seek the advice of their family physi- 
cian, their refractionist, or pediatrician, and it should 
be stressed to the patient the importance and ad- 
vantages of early treatment. Delay in many cases 
results in the loss of vision in the nonfixing eye. An 
eye that is not used will become amblyopic in six 
months time or even sooner in the child. To restore 
the vision of an amblyopic eye is most difficult and 
oftentimes impossible. Amblyopia means not only the 
loss of vision in some cases, but also it abolishes 
fusion which must be present if most nonsurgical 
methods of treatment are to be effective. 


Delay over a long period often results in contrac- 
ture of the antagonist to the paralyzed muscle, caused 
by an extra effort on the part of the nervous system 
to make the paralyzed muscle carry out its function. 
The antagonist is overstimulated and finally goes into 
a state of contracture, thus making the deviation more 
apparent. But regardless of the complexity of the 
diagnosis in some cases, and many times the obscurity 
of the causative factors, with the proper treatment 
accurately applied, whether it be the correction of a 
general disease, the correction of an ametropia, 
orthoptic training, or surgery, there is no child or 
adult who needs to go through life with a deviation 
from the primary position. 


K.C.O.S. Hospitals 
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Last summer, during a course of graduate study 
in otorhinolaryngology at the College of Osteopathic 
Physicians and Surgeons, the writer promised to 
detail for one of the members of the class the method 
of submucous resection of the nasal septum as prac- 
ticed by him. This was to include selection of cases, 
instruments used, preoperative procedures, technic of 
operation, and postoperative care. 


Nearly a year has passed and none of these things 
has been put down on paper. It is in the hope of ful- 
filling a promise to a colleague, and of discussing one 
of the most important, if not the most difficult, of the 
operative procedures in the field of rhinology, that 
the writer has chosen to make this the subject of his 
paper. 

As Kirschner’ says, “This operation fulfills all the 
requirements of a physiologic operation. It improves 
the ventilation and drainage of the nose and its acces- 
sory cavities and has for this reason a favorable effect 
not only upon respiration, but also upon diseases of 
the accessory sinuses. Moreover, it is a splendid aid 
in obtaining better space for endonasal interventions.” 


(NDICATIONS 


Deviations of the nasal septum which contribute 
to diminution of the space in the nose, or irregularities 
which encroach upon the turbinate bodies or other- 
wise interfere with nasal function should be consid- 
ered from the standpoint of possible correction by 
submucous resection. Endonasal operative measures 
may make this surgery imperative. 


INSTRUMENTS NEEDED 


1 Pair of small scissors 1 Double-ended submucous 


1 Hairpin nasal speculum 
(Gillett) 

1 Vienna nasal speculum 

4 Small metal applicators 

1 Pair angular dressing for- 
ceps (Wilde) 

1 Bard-Parker 
curved blade 

1 Diathermy with 
current 

1 Double-ended elevator 
(Freer) 

1 Double-ended flexible cop- 
per elevator (Blackwell) 


handle with 


cutting 


dissector (Pierce) 

1 Swivel knife (Ballenger) 

1 Septum-cutting forceps 
(Koffler) 

1 Nasal chisel (Freer) 

1 Small mallet 

1 Turbinotome (Jackson) 

1 Septum sewing set (Yank- 
auer) 

2 Medicine droppers 

2 Medicine glasses 

1 Two ce. hypodermic 


syringe 
1 One-inch 25 gauge needle 


PREOPERATIVE MEASURES 
All patients to be operated upon should have a 


Wassermann test, a clotting time test, and a urinalysis. 
Syphilis, diabetes, or kidney disease should be con- 
trolled before surgery. If the clotting time is over ten 
minutes, further investigation of the blood should be 
made. Calcium lactate grains five, three times a day, 
may be given in any case a week prior to surgery, 
especially if the clotting time is over four minutes. 


Some surgeons use no preoperative medication «t 
all. It is generally conceded, however, that the bar- 
biturates combat the toxic effects of cocaine and for 
that reason, if for no other, should be administered 
prior to submucous resection of the nasal septum.’ 
Cocaine reactions are rare but may be further guarded 


- against by having the cocaine solution put up in a sa\- 


urated solution of boric acid, which protects against 
the toxic effects of solutions that have been kept a 
long while. P. J. Jory used a half grain of salicylic 
acid to the ounce of cocaine. Macartney added 
phenol.* 

It is the writer’s practice to give these patients a 
grain and a half of pentobarbital sodium by mouth aug- 
mented by one of the narcotics hypodermatically. He 
has used codeine sulfate grain one-half; or pantopon 
grain one-third; or more often H.M.C. (Abbott) 
number one or two depending upon the weight of the 
patient. The operation should not begin prior to an 
hour and a half after premedication. 


OPERATIVE TECHNIC 


The patient is placed in the operating chair in 
most cases in the sitting position, but occasionally the 
chair back is lowered and he is placed in the reclining 
position. 

Before scrubbing, the surgeon sprays the pa- 
tient’s nose with a solution made up of equal parts 
10 per cent cocaine hydrochloride and adrenalin chlo- 
ride 1:1,000. Approximately one-half cc. is used and 
the patient is told to hold his head forward to prevent 
swallowing any of the solution. 

Next the vibrissae are clipped. If the blades of 
the small scissors used for this purpose are greased 
with vaseline, the hairs adhere to them as they are cut, 
and may be wiped off on cotton, keeping the nostril 
free of clipped hair. The anterior nose and vestibule 
may be wiped with an antiseptic. Tincture of meta- 
phen 1:200 is suitable. The surgeon is now ready to 
scrub. Some measure of anesthesia and shrinkage of 
the membranes will obtain during the interval. 

The patient’s face is wiped about the nose and 
mouth with an alcohol sponge; a sterile sheet is draped 
about him and his head and eyes are covered with a 
sterile towel. The surgeon is now ready to begin the 
anesthesia proper. It is important that this be done 
thoroughly. 

Four small metal probes are wound tightly with 
cotton, and moistened with 10 per cent cocaine solu- 
tion, adding a drop or two of adrenalin. While they 
should be moist, no excess fluid should run from the 
probe when it is applied. One probe is inserted into 
the right naris so as to find its way to a point pos- 
teriorly between the middle turbinate body and the 
septum. This should reach the nasopalatine nerve and 
other filaments from the sphenopalatine ganglion. 
second probe is carried up high above the vestibule of 
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the nose anteriorly on the same side to induce anes- 
thesia of the anterior ethmoidal nerve. In like manner 
the two remaining probes are inserted into the left 
naris. 

Preparatory to further anesthesia, at this point it 
is the writer’s practice to moisten six ribbons of cotton 
about half an inch thick with cocaine and adrenalin. 
These are squeezed out to remove any excess solution, 
and, after five or six minutes, when the metal probes 
are withdrawn, are inserted into the nose. 

One is placed rather far back, between the septum 
and the middle turbinate body; one in the inferior 
meatus; and one in the anterior part of the nostril, 
high, along the course of the anterior ethmoidal nerve. 

Before incising the membrane, one or two cubic 
centimeters of a 1 per cent solution of menocaine 
hydrochloride with adrenalin 1:75,000 is injected be- 
neath the mucocutaneous surface down. to the bone 
and cartilage on the side selected for the initial 
incision. 

Without waiting further, the incision is now made. 
Most texts state that this should be done on the side 
of the greatest convexity, but for the writer it has 
usually been more satisfactory to open on the left side 
of the septum, regardless of whether the convexity is 
to that side or not. 

Until recently my incision was made with the 
sharp end of the Freer elevator, but for the last five 
operations of this type I have used a curved Bard- 
Parker knife attached to the cutting current of a 
short-wave diathermy machine. The knife, except for 
about a quarter of an inch at the point, is wrapped 
with adhesive tape for insulation. (It is sterilized by 
placing it in an alcohol bath for ten minutes.) This 
diathermy incision has the advantage of eliminating 
the troublesome bleeding which usually obtains in some 
degree with the other method, and of causing the 
perichondrium to curt up slightly, making the initial 
elevation of the membrane very easy indeed.* It may 
be added here that less postoperative bleeding seems 
to obtain, and that healing is apparently not retarded in 
the least. 

The membrane should be opened well toward the 
front, especially if the deviation extends far forward. 
It is a common fault to make the orginal incision too 
far back so that an otherwise successful operation par- 
tially fails. 

The mucoperichondrium is separated from the 
cartilage anteriorly and high by slipping the blunt end 
of the Freer elevator between the perichondrium and 
the cartilage, and moving it up and under the perios- 
teum of the perpendicular plate of the ethmoid. 

At this point the flexible copper elevator may re- 
place the Freer. It is well to remember that the sep- 
aration of the membrane is more easily accomplished 
if the elevator is at first moved high into the nose and 
then swung downward posteriorly.* This has two ad- 
vantages: In the first place, the periosteum separates 
more readily than the perichondrium. In the second, a 
large sheet of membrane is being separated at one 
time, giving a larger purchase with less likelihood of 
tearing—the membranes tend to leave their surfaces 
en masse. 


As the surgeon proceeds with the elevation, any 
or all of the cotton tampons may be removed. Usually 
the one in the inferior meatus will be removed last, as 
it acts to soak up the small amount of blood that may 
accumulate as the surgery proceeds. It is well to count 
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the strips as they are removed to make sure that none. 
pemains in the nose. 

Spurs and sharp ridges have to be dealt with in a 
special manner. It may be convenient to leave some 
area adherent till the membranes of the other side 
have been elevated ; or, again, one may wish to fracture 
the septum so as to decrease the angularity of an area 
before proceeding with the separation. The problem 
usually points the way to the method required. So long 
as great care is exercised and no through-and-through 
tears occur that cannot be mismatched, no special con- 
cern need be occasioned, as good healing should result. 
If a perforation has occurred at surgery, one may usé 
a piece of the septal cartilage to effect a repair. The 
top of the cartilage should be trimmed to a point (to 
prevent a shelf effect on healing). It is then set be- 
tween the torn membranes and anchored in place with 
sutures. The surface of this cartilage will be epithel- 
ized on healing with excellent result. 

Once the membrane on the side that was opened 
has been elevated, the surgeon cuts through the car- 
tilage to the opposite side without going through the 
membrane covering it. Here the sharp blade of the 
Freer elevator is used. It is wise to make this cut 
obliquely to the plane of the septum rather than at 
right angles to it. In this way one is less likely to 
nick the membrane. Furthermore, the incision through 
the cartilage should be made slightly posterior to the 
original incision. In this way the danger of perfor- 
ation is obviated should the membrane be accidentally 
nicked.” 

The membranes of the second side are now sep- 
arated from the cartilage and bone. 

Such cartilage and bone as are to be removed are 
now taken out. A small cut high up in the cartilag- 
inous septum, made with the turbinotome, will serve 
to direct the Ballenger swivel knife as it is inserted 
between the two membranes. It is moved first up and 
back ; then down and back and finally forward and out 
of the nose. The cartilage thus severed is removed 
with a pair of forceps, and laid on the table. 

To determine the line of fracture of the perpen- 
dicular plate of the ethmoid this bony portion of the 
septum is nicked high with the turbinotome also; the 
bone is then seized with the septum-cutting forceps and 
broken away by rotating the forceps. This is repeated 
until such bone including as much of the vomer as is 
to be removed has been taken out. Now only the 
maxillary crest remains to be dealt with. A common 
fault is to neglect to remove this large and often 
deviated portion of the septum, so often responsible for 
diminished breathing space in the inferior meati. Its 
removal may require the use of the mallet and chisel. 
Often, after cutting down on the ridge anteriorly with 
the turbinotome, it may be rocked out with the cutting 
forceps and removed as a whole. In any case, however 
tedious the task, it should not be neglected. Now the 
membranes are ready to be coapted. 

Some surgeons merely stroke the membranes to- 
gether and consider the operation completed; others 
pack the nose, with or without placing celluloid splints 
against the septal membranes ; some suture the original 
incision and sew the membranes together from side 
to side. 

It is my practice to suture, using Yankauer’s sew- 
ing set and plain No, 0 catgut suture. Following this I 
pack the nose with vaseline gauze. This is left in the 
nose for 24 hours and practically precludes bleeding 
and guards against hematoma formation. 
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In 24 hours a vasoconstrictor is instilled inte 
the nose about the vaseline gauze and after a few min- 
utes the packs are removed. Very little bleeding should 
occur. 

The nostrils are now loosely plugged with cotton, 
and the patient told not to blow or otherwise disturb 
his nose, except to remove and replace the plugs of 
cotton as they become soaked with the nasal secretions. 
Tell him to leave them out altogether just as soon as 
there is no secretion.’ 

Crusts may form about the nostrils which should 
be carefully removed after moistening with an oily 
spray. Other than this no additional care is usually 
required. 

SUMMARY 


1. Submucous resection meets all of the require- 
ments of a physiological operation. 
2. Certain special instruments are required. 
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3. Though no premedication is imperative, the 
barbiturates are indicated as they combat the toxic 
effects of cocaine. 


4. The diathermy knife used for the original 
incision seems to offer a distinct advantage. The oper- 
ation should be done thoroughly, including clean re- 
moval of the maxillary crest. 


5. Very little aftercare is required. 
6331 Hollywood Blvd. 
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Angina 


A. B. CRITES, A.B., D.O., M.D. 
Kansas City, Mo. 


Brief descriptions of patients having the clinical 
condition which we recognize today as Ludwig’s angina 
are found in early Greek medical literature. In the 
fourth century B.C. Hippocrates made many refer- 
ences to it as did Galen and others a few centuries later. 
In 1836, Wilhelm Friedrich von Ludwig of Stuttgart, 
personal physician to the King of Wurttemberg, gave 
such a complete description of this “gangrenous in- 
duration of the neck” that later writers properly gave 
to it the name, Ludwig’s angina. 


Since the condition is rather rare, and since it 
causes such alarming symptoms and may prove fatal 
if not promptly and adequately treated, a discussion 
seems warranted. 


Infections about the pharynx can be divided into 
three groups: First, Ludwig’s angina, involving the 
floor of the mouth; second, infections of the pharyn- 
gomaxillary space; third, retropharyngeal infections. 
Any one of these, together with Bezold’s abscess from 
the inner surface of the mastoid process, by extension 
along the fascial planes may become a deep abscess of 
the neck. These deep abscesses are called “sinking 
abscesses” in Europe. They are located in or about 
the carotid sheath, which has been called in America 
the “Lincoln Highway of the Neck”, and can very 
quickly descend along the fascia to reach the medi- 
astinum. Since these abscesses are under firm deep 
fascia, fluctuation cannot be detected. If fluctuation 
is awaited here, then the surgery may not be done 
until the autopsy table is reached. 


Ludwig’s angina has been divided into two types: 
a primary type, which a typical cellulitis about the 
lymph glands or submaxillary salivary gland that 
spreads across the floor of the mouth giving the classi- 
cal symptoms, and the secondary type which is an 
infection of a lymph gland followed by a localized 
abscess with less severe symptoms. 


This discussion concerns the primary type, an 
intensely infectious phlegmon occurring under peculiar 
anatomic conditions. 


The disease occurs in patients from infancy to 


old age. The majority are between the ages of 20 and 
50 when most dental caries occur. Dental infection, 
with or without the trauma of extraction, is the most 
frequent cause of Ludwig’s angina. Infections, ulcers, 
and injuries of the interior of the mouth are frequent 
causes while infections of the tonsil or any structure 
behind the styloglossus ligament are seldom the pri- 
mary source of Ludwig’s angina. I have in my series 
one case following the removal of a tonsil that had 
previously been the site of a peritonsillar abscess. The 
infection is usually a mixed one. Streptococci are 
almost invariably found. Staphyloocci, pneumococci, 
Vincent’s organisms, colon bacilli and, rarely, gas- 
producing organisms, may be present. 


The symptoms of some intrabuccal infection 
which has gravitated into the floor of the mouth and 
into the neck usually precede the typical angina symp- 
toms. The swelling becomes progressively greater and 
it extends across to the other side. There is a wooden- 
like induration of the affected region, sharply defining 
it from the surrounding normal tissue. The tongue is 
thrust upward and forward against the roof of the 
mouth. Swallowing is painful, if not impossible. The 
mouth can hardly be opened. Breathing becomes diffi- 
cult as soon as the edema extends to the epiglottis 
and glottis. 


The pull of the hyoid muscles with the fixation 
of the digastric, mylohyoid, and geniohyoid muscles 
add to the respiratory difficulty. There is exquisite 
tenderness on palpation, but no point of fluctuation 
as the entire process takes place in such a short time 
(24 to 36 hours). 
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General symptoms include high septic tempera- 
ture, a polymorphonuclear leucocytosis, 30,000 to 
42,000, and extreme prostration with apprehension. 


Early abscess of the primary type of Ludwig’s 
angina or the abscess of the secondary type, when 
either is confined to the sublingual space, can be 
opened successfully and drained through a free in- 
cision in the floor of the mouth. 


Once the disease has reached its florid stage, the 
treatment is supportive and surgical. AH leading 
authorities strongly urge early radical surgical inter- 
vention. The operation should primarily relieve the 
tension (a decompression if you please) and secondari- 
ly drain pus. The incision should be almost from ear 
to ear. One should begin at the angle of the 
mandible and just below it, cutting parallel to the 
mandible through the skin, superficial fascia, and 
platysma down to the superficial layer of. the deep 
fascia. If the facial artery can be picked up and tied, 
before it is cut and retracted back into the edematous 
tissue, time will be saved. In the mid-line the incision 
should be midway between the mandible and the hyoid 
bones. After opening the deep fascia, blunt dissec- 
tion should be used. The gloved finger may encounter 
pus between the mylohyoid and the geniohyoid muscles 
when the former, together with the digastric, must be 
divided if the pus is in deeper; above the geniohyoid, 
this muscle must be divided so the genioglossus form- 
ing the body of the tongue can be felt. The dissection 
needs to open up the fascial planes to, and sometimes 
about, the mandible, also up to but not through the 
mucous membrane of the floor of the mouth. The 
cavity is dusted with sulfanilimide powder and packed 
with gauze. The use of hypertonic saline solution to 
moisten the gauze reduces the edema quickly, but re- 
quires much attention. 


These patients are gravely ill and know it. I 
much prefer, and they do not object to, local anes- 
thesia. Basal anesthesia followed by local infiltration 
works nicely. Some pain is produced by the deep 
dissection, but the advantages of local anesthesia far 
outweight the disadvantages. 
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Supportive treatment must combat the accompany- 
ing sepsis. Intravenous saline and glucose are given 
in liberal amounts two to four times daily until fluids 
can be taken by mouth. If breathing is difficult, indi- 
cating that some edema is present in or about the 
larynx, the use of blood plasma diluted with but one- 
fourth the usual amount of fluid, may be tried to 
reduce the edema. Of course, if the breathing is not 
made free and easy, tracheotomy must be done. In 
the interim, oxygen is helpful. 


The sulfa drug appropriate to the infecting or- 
ganism can be used. One must watch out for the 
masking effect of the drug. Despite the good effect in 
certain cases, sulfanilimide will not take the place of 
the surgeon’s knife in cases of full-fledged phlegmon 
or large abscess with marked general symptoms. 

Reporting on cases of Ludwig’s angina in 1935, I 
stated that “osteopathic [manipulative] treatment was 
at once instituted and continued twice daily. The 
splenic stimulation given undoubtedly liberated anti- 
bodies that counteracted this virulent infection. 
Edema of the glottis, fatal to such a high percentage 
of these cases of Ludwig’s angina must have been held 
down by the lymphatic pump treatment.” 


SUMMARY 
Ludwig’s angina is an infection in one of the 
potential fascial spaces of the neck. 


The predominant etiologic factor is caries of the 
teeth or dental surgical intervention. 

The treatment of the primary type is purely 
surgical, followed by supportive treatment and plenty 
of fluids. 

The prognosis is favorable provided early and 
adequate surgical procedures are carried out. 

511 Bryant Bldg. 
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Surgical Intervention in Mastoid Infections 
Cc. P. HARTH, D.O. 
Tulsa, Okla. 


Surgical intervention in ear diseases involves 
many conditions, such as acute or chronic mastoiditis, 
septic sinus thrombosis, suppurative labyrinthitis and 
brain abscesses. Acute and chronic mastoiditis are the 
diseases more often encountered in our practice 
and the ones we have to deal with frequently in our 
decisions as to whether or not an operation is neces- 
sary. It is very necessary for the otologist to appraise 
his wares and to evaluate his knowledge and experi- 
ence in this field to be able to make a proper decision 
correctly and justly. Otology has benefited from the 
advances made in general medicine and surgery. The 
profit derived from these advances is the recognition 
that some surgical procedures, by conservative man- 
agement, can be avoided altogether, or at least han- 
dled in a less radical manner. 


The decision as to when to operate and the type 
of operative procedure depends, to a great extent, upon 
the interpretation of clinical findings. Good judgment 
rather than rules should apply. This is especially true 
of mastoid operations. Operative procedures either too 
early or too late frequently cause complications. The 
decision when to operate requires no technical skill. It 
requires the evaluation of all existing clinical and 
laboratory findings. Lack of judgment is not neces- 
sarily a deficiency or fault, but may prove a costly and 
incorrectable error. The indications as laid down for 
operations should be observed, but the existing emerg- 
ency should govern the operative procedure to be 
followed. Deviations from routine procedures are 
absolutely necessary for successful results. 


The most important point in the treatment of acute 
mastoiditis is the decision whether this case will re- 
spond to conservative treatment or will an operation 
be indicated. Each individual case is an entity. No 
set rules can be used to cover all cases. When we are 
confronted with a case showing typical symptoms, such 
as: postauricular swelling, profuse discharge, narrow- 
ing of the external canal, tenderness over the mastoid 
area and other symptoms, and, if we have handled this 
case under conservative treatment with no improve- 
ment, we all will arrive at the same conclusion—that 
a mastoidectomy should be performed. However, 
when symptoms are not characteristic, but suppuration 
is suspected, the decision to operate rests entirely upon 
the judgment and experience of the surgeon in evaluat- 
ing the diverse signs and findings. It is in these cases 
that consultation often ends in disagreement. The 
doctor, who has followed the case from the beginning, 
will probably have an entirely different opinion from 
one who sees the case late in the course of the disease. 
The interpretation of the analysis of symptoms de- 
pends on clinical experience. 


There are many points of diagnosis to be taken 
into consideration before arriving at a conclusion to 
operate. How much discharge exists, has there been a 
sudden cessation of discharge, amount of pain and 
where located, amount of tenderness and swelling and 
the duration of these findings, are the principal ones. 
A mastoidectomy is rarely indicated until mastoid 
symptoms have existed for eight days or longer after 
thete has been free drainage from the middle ear. It 


is as dangerous to operate too early as too late. () 
course, alarming symptoms, such as high fever or 
chills, may demand an early operation. If aural dis- 
charge has existed for three or four weeks in spite of 
competent treatment, surgery is recommended. 


During the first week of an acute otitis media, 
nearly all patients have pain and tenderness over the 
mastoid area. If this pain continues over a longer 
period, an operation should be considered. But we 
often see patients who, due to a thick bony cortex, 
have no pain or tenderness during an acute sup- 
puration. 

During the second week of an acute middle ear 
infection, if a pulsation or herniation of the drum 
membrane exists, with a drooping of the posterior 
superior membrane and canal wall, in spite of an ace- 
quate opening for drainage, then you have very 
strong evidence for an operation. 

Swelling behind the ear is a positive indication 
for operation, provided we can eliminate abscess of 
the posterior auricular gland or furunculosis of the 
external ear canal. However, we often operate on 
mastoids without any postauricular swelling. The 
profuseness of the discharge from the middle ear is an 
indication for surgery, knowing that the middle ear is 
so small and that it can hold only a few drops. If the 
discharge is so profuse that it fills immediately after 
being cleaned, we have definite proof that pus is being 
drained from the mastoid cells. The sudden cessation 
of discharge from the middle ear, followed by exag- 
geration of other symptoms, indicates an operative pro- 
cedure is necessary. Nearly all cases with an acute 
middle ear infection have more or less fever. If 
fever exists for more than a week with ade- 
quate drainage, and if, after thorough examination, 
any other source of infection such as kidneys, lungs, 
etc., can be eliminated, the temperature curve may be 
considered an indication for operation. Since the 
advent of sulfonamides, our temperature picture is 
often clouded. Fever is usually higher in children. 
X-rays are needed in all suspicious ear infections. A 
cloudy plate is not necessarily significant since an 
acute purulent otitis media may show a cloudiness of 
the mastoid cells, but a plate showing the breaking 
down of mastoid cells is a strong indication for opera- 
tion. If the patient has been treated with sulfa, the 
x-ray findings are more difficult to read. Symptoms 
of cranial complications always call for immediate 
operation. 

As a result of middle ear discharge which has 
continued over a prolonged period, certain pathological 
changes take place. Some of these processes are com- 
mon to any suppuration while others are characteristic 
only of aural suppuration. All parts of the middle ear 
and adnexa may be affected as in acute mastoid in- 
volvement. In chronic suppurative otitis media or 
chronic mastoiditis, there is a production of granu!a- 
tions, polypi, cholesteatomata and neurosis. In the 
majority of these cases, the chronic otorrhea has pe'- 
sisted from early childhood into middle life. Most 
of these can be cleared up withjm a reasonable time 
under conservative, competent treatment. Howeve', 
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in those cases which have had improper treatment or 
no treatment at all, or where the general condition is 
poor, the suppuration tends to become persistently 
chronic. 


After conservative competent treatment has been 
instituted over a reasonable length of time without any 
progress, we are faced with the difficult question : Is 
a radical operation indicated, what are the indications, 
and why? The only reasons for radical surgery in 
chronic mastoiditis are to secure a dry ear and prevent 
complications. Usually the hearing has been impaired 
severely and the radical operation will do nothing to 
improve it. The radical operation should be the last 
thought of the otologist. ; 


When cholesteatomata are present there is always 
danger of bone erosion and very serious complications. 
Perforation in the margin of the drum and Shrap- 
nell’s membrane, pointing to suppuration in the attic 
which may involve the cranial contents, is a definite 
indication toward operative procedures. When attacks 
of vertigo, nausea, and vomiting occur in conjunction 
with a chronic discharging ear, we know there is a 


The effect of war on the ears is in no sense 
strictly confined to the soldier. It holds equally with 
those in industrial endeavor. The adult between the 
ages of eighteen and forty-five is most affected. The 
acoustic trauma to this group, whether it be in the 
combat force or in war industry, is equally great. This 
applies to the female as well as to the male, since 
women have entered the industrial field. 

A great number of young men that have entered 
aviation, not only those who actually fly but also the 
ground crews, will and do present problems of acous- 
tic trauma. 

But the problems we are most interested in are 
those presented to the civilian ear, nose and throat 
doctors. To date I have not heard of one case recorded 
as an industrial injury. Yet, I dare say each and every 
doctor here has had one or more cases that can be 
directly traced to trauma produced by higher fre- 
quencies, starting at about three thousand, and if the 
constant irritation persists, the conversational ranges 
will be affected. 

My attention has been directed to those from the 
aviation and munition factories. Examples of acoustic 
trauma are many, but, as I must repeat, are not 
reported as industrial injuries. 

The force of rapid fire of the modern gun or the 
slap of a propeller against the air will cause a great 
shock to the labyrinth and frequently may cause rup- 
ture of the tympanic membrane. Naturally a secondary 
infection is always possible after the rupture of the 
drum. The impairment of hearing following is, of 
course, a result of the break of the conductive system. 
The most damage, according to the pathologists, is 
atrophy of the organ of Corti in the basal coil. 

Examples of the perceptive type of deafness are 
shown in the following case reports of patients that 
have never been subject to injury from airplanes or 
explosions. They compare with injuries to the ears of 
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possibility that the suppuration has reached the 
labyrinth. An operation should be performed after 
acute symptoms have subsided. In these chronic cases 
in which we have such complications as facial pa- 
ralysis, sinus thrombosis, brain abscesses or otogenous 
meningitis, the radical operation should be performed 
at once. And in cases of chronic mastoiditis with an 
acute flareup, this should also be the rule. 


In either acute or chronic mastoiditis not all of 
the operative cases can be expected to show all of the 
symptoms. In fact we operate when only one or two 
of the symptoms are present. The opportune time 
for surgical intervention is based upon proper diag- 
nosis and knowledge of underlying pathological chang- 
es. It is impossible to state the exact time that an ear 
may be allowed to discharge before operation is indi- 
cated. It may properly be said that it is as unwise to 
operate too early as too late. No hard and fast rule 
can be given for the necessity for an operation nor 
for the exact time to operate. Each case is an entity 
and presents its own individual problems. 
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the anti-aircraft gunner or the tank driver, or even to 
the “trap shooter’s ear” produced during the rapid fire 
of a shotgun in skeet shooting. 


CASE REPORTS 


Case 1. Inspector of a local munition factory had 
a slight cold but in pursuing his duties was compelled 
to go to the machine gun range to inspect the bullet 
fire, which required him to stand over or just behind 
the gunner. He wore no ear plugs. (These do filter 
out about 25 decibels of noise.) He first felt the 
usual dullness of hearing, then a sharp pain in his 
right ear. He continued his duties for fifteen minutes 
and left the range. The pain continued and he re- 
ported to the first-aid station, where he was told he 
merely had a slightly inflamed eardrum. Twenty-four 
hours later he was examined and it was found that he 
had a ruptured drum, deafness and dull ache about 
the ear, and also dizziness. Examination of the nasal 
cavity revealed a slight congestion and the oral exam- 
ination confirmed a slight nasopharyngeal inflamma- 
tion. 

The patient was treated and restrained from duties 
for five days and returned to work minus the chore 
of inspecting gunfire. Three weeks later the drum 
was healed and hearing was normal. 

Diagnosis: Ruptured tympanic membrane due to 
concussion. Hematoma in mucous membrane of mid- 
dle ear, and injury to organ of Corti. 

Case 2. Woman inspector of eight machines in a 
munition factory complained of dizziness. This oc- 
curred upon arising and at intervals during the day. 
Her history was that she had a slight cold, not enough 
to consult a physician but one that kept on for two or 
three weeks—“just a stopped-up head.” The machines 
at which she works are the type that have a clanging 
and clanking noise, a constant racket of machine parts 
and a sharp sound at the cutting end. The whole is one 
monotonous, continuous, high-frequency sound. 
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Examination of, the external ear revealed a 
slightly inflamed tympanic membrane. Oral and nasal 
examination showed a subacute inflammation. Caloric 
tests revealed a great sensitivity of the semicircular 
canals. 

Diagnosis: Labyrinthitis, subacute inflammation 
of nasal and oral pharynx. 

This patient, after two weeks absence from her 
duties and treatment to the nose and throat, has made 
a remarkable improvement. 

Case 3. An inspector, aged 34, of airplane motors 
at a local factory complained of a sensation of “water 
falling” in his ears. His duties required him to in- 
spect airplane motors, that are mounted on a block, 
“rev” them up to twenty-two hundred revolutions a 
minute and detect any flaw. He had been doing this 
work for twenty-two months. 

An interesting sidelight on this case is that the 
patient finally put himself under the complete care of 
an ear, nose and throat doctor because of a severe 
pain in the right ear that persisted for twenty-four 
hours. 
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Examination of the external canal revealed a hair 
sticking in the tympanic membrane. Removal of the 
hair caused a sensation of pain. 
Diagnosis: Pain due to foreign object in drum, 
a hair from a recent haircut. Inflamed middle ear 
caused by high-frequency vibration of the air from 
propellers. 
TREATMENT 


The treatment of acoustic trauma cases is first to 
relieve the pain, dizziness, or any acute symptoms. 
This is done in the same manner as one would in 
his daily practice, depending entirely on the good 
judgment of the otorhinolaryngologist. 

Inasmuch as these cases usually present a sub- 
acute inflammation in nasopharyngeal spaces, it is nec- 
essary to relieve this congestion as quickly as possibile 
to equalize the pressure in the middle ear through the 
eustachian tube. 

The patient should be relieved of his duties until 
the entire condition has returned to normal. 
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A MESSAGE FROM THE RETIRING PRESIDENT OF O. & O. L. 


The salient facts of the reorganization of the eye, ear, nose and throat 
societies have been covered most ably by Dr. C. C. Reid in his history of the 
evolution of our specialty in the editorial pages of the Supplement. I hope that 
all in the osteopathic profession will find the standards set for membership ac- 
ceptable. They are, of necessity, high, but I believe they are fair and demo- 


cratic, and not discriminatory to any individual or group. 


: As retiring president of the American Osteopathic Society of Ophthalmol- 
ogy and Otolaryngology, I wish to call attention to the fact that the O. & O. L. 
has not died. It lives on as a part of a larger, more scientific organization which 
has high education standards. I know that osteopathic physicians interested in 
eye, ear, nose and throat work will find membership in the College of Osteopathic 
Ophthalmology and Otorhinolaryngology helpful and indispensable to the de- 
velopment in this field of specialization. I should like to request that those who 
are already members give the new officers full support to the end that the Osteo- 
pathic College of Ophthalmology and Otorhinolaryngology becomes the finest 
specialty organization in the profession. 
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Ptoses are going out of style. Forty years ago, 
and before that, nearly every feminine disorder was 
referred to malposition of the uterus. The typical 
case history included some fall or strain followed by 
nervous and menstrual disorders. On pelvic examina- 
tion a large, boggy uterus was found in an abnormal 
position. Ergo, the accident misplaced the uterus. 
Indicated treatment was replacement. Usually this 
was followed by some relief of the symptoms for a 
short time. Certain exercises gave relief for a longer 
time, and sometimes permanently. One exercise is of 
interest in this connection: The patient was told to 
kneel upon the edge of her bed, then to put her hands 
on the floor, thus holding the body in an inverted 
position. She was to take breathing exercises in this 
position, exhaling to the limit, then closing the larynx 
and attempting to inhale. The idea was, of course, to 
draw the abdominal and pelvic viscera cephalad. After 
ten or more breaths had been taken in this manner, 
she was to turn around on the bed, lie down, and go to 
sleep without assuming the erect position. These exer- 
cises occasionally were apparently efficient and actual 
recoveries sometimes followed persistent efforts. This 
is not to say that the contortions affected the position 
of the uterus in any direct manner. Presently we may 
see what did happen and why the patient had a chance 
to recover her health under such circumstances. 


During the past thirty years it has become gen- 
erally understood that a normal uterus could not be 
displaced in any pathological sense by such accidents 
as were described. Unfortunately this newer knowl- 
edge went too far. Since the earlier notion of patho- 
genesis was shown to be untenable, too many doctors 
assumed that the accident was without harmful results. 
So surgical intervention increased by leaps and 
bounds. The heavy, congested, boggy uterus was cer- 
tainly present, so the round ligaments must be tucked. 
Hyperplasia of the endometrium was certainly present, 
hence curettage. There is scarcely any end to the 
surgical measures which were advised. Improvement 
occasionally followed some of these operations. Now- 
adays much of the surgery has given way to the ad- 
ministration of certain internal secretions. No doubt 
there are cases in which a congenital anomaly, a tumor, 
or something else calls for surgery. No doubt there 
are cases in which some glandular extract can be used 
to good advantage. Such questions must be decided 
for each patient by some one who knows therapy 
alone, patient alone, and patient and therapy together. 
These cases are mentioned here only because their 
existence should be recognized. We are now con- 


cerned with vertebral lesions as the most prolific cause, 
and the correction of such lesions-as the most im- 
portant therapy in uterine malpositions. 


Fashions in diagnosis and therapy come and go. 
Not often nowadays does a woman fall as she carries 
a pail of spring water up an icy hill. Instead, a nice 
high heel frequently causes her downfall. She still 
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suffers from the same strain and the same injury and 
the same old backache, menstrual disorders, nervous 
symptoms. Pelvic examination still shows the same 
heavy, congested, boggy uterus in the same abnormal 
positions, and there is apt to be the same endometrial 
hyperplasia. In a typical case, by far the most com- 
mon, further examination shows a _ vertebral lesion 
evidently caused by the fall or strain. This usually is 
in the upper or mid-lumbar region, but it may be 
found at the lumbosacral junction. Occasionally the 
lesion appears in other spinal regions, even as high as 
the mid-thoracic. The nervous relations are compli- 
cated, and distant lesions may so affect nutrition, 
posture, the internal secretions and other functions as 
to disturb, directly or indirectly, the circulation 
through the uterus itself and its supporting tissues. 
Occasionally the patient has been under osteopathic 
care before the accident and thus it is known that the 
lesion was not present then. The absence of symptoms 
before the accident, and again after correct osteopathic 
manipulative treatment has been given, is fairly good 
evidence that the lesion as found did not antedate the 
accident. 

Secondary lesions are common; usually these 
should await attention until at least partial return to 
normal of the primary lesion. The same thing is true 
of soft-tissue lesions; usually they need no direct 
treatment at all, once the primary lesion has been 
corrected. 


The exercises which were mentioned in the typical 
case record of a half-century ago were efficient be- 
cause they did, in a sort of bungling manner, correct 
such lesions. The patient stood on her knees on the 
edge of the bed; this performance necessitated con- 
siderable twisting and turning, with the weight of the 
body variously distributed. She placed her hands on 
the floor, with a different distribution of weight and 
different twistings. In this awkward and unsteady 
position she took the breathing exercises, which still 
further changed the weight relations. In turning her- 
self around and into bed other twistings and weight 
changes become necessary. If she did not, during 
all these manipulations, succeed in loosening up the 
lumbar articulations it would be a very strange thing. 
Since the vertebrae fit better in their normal relations, 
the loosening up of the articular tissues and the better 
circulation thus secured for the spinal tissues would 
undoubtedly correct a considerable proportion of the 
lesions caused by a fall or strain, especially when a 
relatively short time intervened between accident and 
treatment. It is, of course, very evident that this 
bungling, uncomfortable and prolonged treatment by 
exercise should be superseded, as is now being done, 
by skillful and adequate osteopathic manipulative 
treatment of the lesions. 


The pathogenesis of lumbar lesions and uterine 
malpositions has been studied by animal experiments. 
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Human case records verify these processes insofar 
as human conditions permit. 

Animals may be lesioned accidentally, as are 
human beings. By the application of similar forces, 
animals may be lesioned experimentally in any selected 
region and at any convenient time. So far as can be 
determined, the pathological conditions are identical 
for animals and human beings, and for accidental and 
experimental lesions. 

Vertebral lesions or strains, like all articular 
strains, are associated with circulatory changes around 
the joint. This is the first visible change in periartic- 
ular tissues. Within a few minutes, evidences of 
edema can be found around the joint. It is generally 
known by physiologists that edematous fluids differ 
from normal fluids in several respects, and it is known 
also that nerve cells and nerve fibers bathed in ab- 
normal fluids do not carry nerve impulses so efficiently 
as do those bathed in normal fluids. 

When an upper lumbar lesion is produced in an 
anesthetized animal whose pelvic viscera have been 
exposed to view, the uterus becomes slightly pinker 
than normal. The physiological condition at the time 
of the operation governs the peristaltic movement 
which sometimes follows the lesion. This increased 
color is due to sudden increase in the amount of blood 
in the vessels, as may easily be seen in microscopic 
slides quickly frozen, sectioned and examined. If the 
animal lives for some hours after being lesioned, then 
is quickly killed and examined, it is found that the 
uterus shows increased congestion and that it has 
become edematous. 

During the first few weeks or months, the con- 
gestion and edema are most conspicuous. The uterus 
affected by vertebral lesion is heavy, boggy, edematous 
and is often found in some abnormal position. In 
animals, as in the human, displacement is toward the 
outlet. This is against gravity in certain animals. 
Probably the influence of gravity in displacing the 
human uterus toward the outlet has been overestimated 
by some writers. 

Disturbances in the circulation through any tissue 
naturally affect the nutrition of that tissue; this 
really is axiomatic. Both in hollow viscera and in 
ligaments lesions result in tissues becoming increas- 
ingly more extensible, less elastic and weaker than are 
normal tissues. These changes have been measured 
in several experiments. The relations are shown for 
the uterus in the film “Effects of Lumbar Lesions” 
which Dr. Ralph W. Rice showed first in St. Louis 
in 1940. In another experiment the broad ligaments 
of older does were tested. Two does which were alike 
in age, heredity, health, number of pregnancies and 
time since the last young were born were taken for the 
test. One had been lesioned five months previously. 

The normal doe was killed by a sharp blow upon 
the back of the head. The skull was not broken. 
Evidently death was due to concussion. The left 
broad ligament was loosened from its lower attach- 
ments. The left uterine horn was supported by soft 
tape from a ringstand. The lower end of the broad 
ligament was tied into a ring and weights were sus- 
pended from this ring. The ligament stretched a 
little; about ten per cent was added to its length so 
far as we could determine. When the weight was 


removed the ligament returned to its normal condition, 
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so far as could be determined. Weights were then 
added to two pounds, when the ligament broke. 


The doe which had had an upper lumbar lesion 
for about five months was then killed in the same 
manner. The left broad ligament was loosened from 
its lower attachments. The left uterine horn was 
suspended as in the case of the normal doe, and the 
ring tied in the same manner. Weights were sus- 
pended from the ring as before. The ligament began 
to stretch with a few ounces, and reached almost twice 
its original length. The weights were removed and 
the ligament retracted appreciably, but did not return 
to the original length. The weights were increased 
until the ligament broke, at twenty ounces. 


Similar tests were made upon the uterus itself 
and the uterine ligaments in different animals of dif 
ferent ages. Tissues affected by vertebral lesions 
break under weights or rupture under increasing air 
pressure with from one-half to three-quarters the 
force necessary to break the normal tissues from con- 
trol animals. So far as the records show, no tests 
have been made to determine the degree to which 
tissues return to normal strength and elasticity after 
lesions have been corrected. In such tests the tim: 
relations would be important. No doubt the longe: 
the lesion remained present, the greater would be the 
tissue injury and the longer the time required for 
recovery. 


Human case reports indicate that recovery is 
relatively rapid. Even several years after a recognize: 
fall or strain followed by pelvic and nervous symp 
toms, the correction of a vertebral lesion considered 
important in causation has been followed by improve 
ment in the nervous symptoms and by relief from the 
congestion and edema of the uterus within a surpris 
ingly short time. 


A heavy uterus in an abnormal position is never 
a single evil. Like any other structural maladjus' 
ment, it tends to become a cause of further disease. 
The congestion and edema, the weight and the mal 
nutrition and the lowered alkalinity associated with 
these conditions often result in endometrial hyperpla 
sia, in animals as in humans. This large, boggy, 
heavy mass within the pelvis exerts pressure upon 
viscera below and around it while the dragging of 
the ligaments interferes with the innervation and the 
circulation of other pelvic tissues and, quite often, 
of the thighs and legs. These relations are often 
discussed and need not receive further attention here. 


Another result of such a uterus often is neglected. 
Although there may be no conscious symptoms, thie 
normal nerve impulses to and from the spinal centers 
and the pelvic tissues must inevitably be disturbed. 
Various reflex and nervous phenomena result, an! 
these are protean in their aspects. Relief of thes 
symptoms often lags considerably behind relief of tlic 
pelvic symptoms, and in cases in which adequate treat 
ment has been long delayed, the nervous changes 1°) 
never be completely relieved. In recent cases recove!) 
should be complete if no complicating factors 
present. Even in the long delayed cases it is to > 
expected that there will be improvement, and fair!) 
satisfactory return to health. The degree of patio 
logical change in tissues reflexly affected cannot °° 
determined in any accurate manner, and it is ‘is 
factor which determines the degree to which recove') 
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is possible after the correction of the vertebral lesions 
which caused the original disorder. 

The primary lesion usually affects posture. Sec- 
ondary lesions may depend upon postural changes or 
upon reflex activities. Animals with four legs show 
ibout the same secondary lesions as do human beings 
with two legs, hence the postural question is not so 
simple as might appear at first glance. Secondary 
lesions, however produced, exert harmful influences 
upon the viscera innervated from the affected seg- 
ments. Disturbances of function so initiated may or 
may not affect the pelvic tissues still further. 


The general practitioner may be unable to differ- 
entiate between the various types of thyroid disease; 
however, he should not have much difficulty in recog- 
nizing the presence of thyrotoxicosis or the probability 
of its eventual development. The co-existence of sev- 
eral signs among which are palpitation of the heart, 
tachycardia, tremor of the extended hand, increased 
appetite combined with progressive loss of weight, al- 
tered sensitivity to heat and cold, enlargement of the 
thyroid gland, and the presence of characteristic eye 
signs point clearly to the diagnosis, which can be con- 
firmed by the finding of an increased basal metabolic 
rate and by characteristic response to the administration 
of iodine. Unfortunately when these signs and symp- 
toms are self evident some cardiac damage has already 
been done. It is, therefore, extremely important that 
the general practitioner be ever on the alert for the 
early signs and symptoms of thyrotoxicosis. He should 
be ever on the alert when a patient presents himself 
complaining of some disturbance with his heart. 


One should be suspicious of thyrotoxicosis when 
there is an alteration in the normal blood pressure, 
particularly the relation between the diastolic and sys- 
tolic pressures. It is not uncommon to find that an 
increased pulse pressure—over 50 millimeters of mer- 
cury—is present in early cases of thyrotoxicosis. A 
nervous breakdown, following some severe shock, either 
psychic or physical, should definitely suggest a begin- 
ning of thyrotoxicosis. Not infrequently one finds a 
patient who will complain of crying without cause, 
which may be the only and a very early sign of hyper- 
thyroidism. Many of these people will state that they 
become weak in the knees when they are excited. 


It goes without saying, of course, that the phy- 
sician should never fail in the course of his general 
examination to palpate the thyroid for any enlarge- 
ment or evidence of nodules within the gland. Many 
times the thyroid itself will be normal in size and the 
only evidence of disease will be a tumor, oftentimes as 
small as a pea, which can be found only after careful 
palpation of the gland. It is a routine procedure in all 
well-regulated clinics to order a basal metabolism 
whenever there are signs and symptoms which may 
be suspicious of thyrotoxicosis. 


“Delivered before the Teaching Sessions in Surgery for the Gen- 
eral Practitioner, Forty-Eighth Annual Meeting of the American Osteo- 
pathic Association, Chicago, July 18, 1944. 
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The dragging of the uterus upon the fallopian 
tubes affects the circulation through the ovaries, and 
this may lead to further pathological disturbance in 
the pelvis. The possibility that the internal secretions 
of the ovaries may be affected by this condition should 
be considered. No literature to which I have access 
reports such a relation. This disturbance of the 
ovarian internal secretion may, perhaps, be partly 
responsible for certain thyroid disorders so often asso- 
ciated with pelvic congestion however produced. 


807 Prospect Ave. 


Like any other laboratory procedure it is unwise 
to depend entirely upon the basal metabolic rate in 
arriving at a diagnosis of hyperthyroidism. There 
are so many technical difficulties in doing a basal 
metabolic examination that one should never depend 
entirely upon one reading—a second or even a third 
test should be made in suspicious cases. Again there 
is always a question of what constitutes a high or a 
low basal rate. It is probably true that a basal 
metabolic rate, which runs between a plus ten and a 
minus ten is well within normal range. On the other 
hand, I have seen people who to me had some symp- 
toms of thyrotoxicosis and the laboratory would re- 
port a basal metabolic rate of minus 25 or 30. This 
may, of course, be evidence of some error in taking 
the reading. I have seen, in my experience, at least 
three cases of advanced thyrotoxicosis with cardiac 
decompensation in which the basal metabolic rate was 
normal. 


It is my judgment that in numerous or many 
instances the use of iodine, to determine the presence 
of thyrotoxicosis, is more valuable an adjunct in diag- 
nosis than is a basal metabolic reading. Ofttimes one 
will find a patient who has palpitation, tremor of the 
extended hand, and other signs and symptoms of thy- 
rotoxicosis, which will be materially relieved upon the 
administration of nine to fifteen minims of Lugol’s 
solution daily for a period of ten to fourteen days. If 
these symptoms are relieved by Lugol’s solution, in 
quantities not to exceed fifteen minims daily, it is 
conclusive evidence of thyrotoxicosis even though the 
basal metabolic reading may be normal. There are 
numerous classifications of goiters; essentially a goiter 
is either toxic or nontoxic in so far as its clinical 
classification is concerned. 


Boyd’s classification of goiters according to 
pathology seems the most intelligent one yet brought 
forth, and certainly gives us a foundation upon which 
to administer therapy. The thyroid becomes enlarged 
for a variety of reasons, such as infection, toxemia, 
lack of iodine, and at certain periods of special stress, 
notably during pregnancy and lactation. These en- 
largements are due to hyperplasia which is compensa- 
tory and may be considered in a sense purely physio- 
logical. Pathological classification is based upon 
hyperplasia and involution, involution being considered 
the counterpart of hyperplasia. 
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1. The diffuse goiter with involution. In this 
instance there has been, early in the disease, a mild 
degree of hyperplasia, which is followed immediately 
by a process of involution. This type of goiter is 
more common in women and is the goiter of adoles- 
cence. It may appear at any year in life from fifteen 
to twenty-five. It usually makes its appearance about 
the time of puberty and clears up a few years later. 
The gland has much the appearance of a normal, 
thyroid tissue except that there is evidence of invo- 
lution and areas of hyperplasia. There is no evidence 
of vascularity. 

2. Nodular goiter. In this type of goiter in 
which nodular masses appear throughout the gland, 
the classification of adenomatous thyroid has been 
given. It was the belief at one time that the nodules 
were true neoplasms. There is conclusive evidence 
to show that they are not adenomata, but localized en- 
largements resulting from hyperinvolution of one lob- 
ule or a group of lobules. They usually make their 
appearance in a gland which already has been the 
site of goiter, and possibly were obscured in a diffused 
enlargement of the gland. It is in this form of goiter 
where one is most likely to find pressure symptoms on 
the trachea or other neighboring structures. In the 
discussion of this matter Boyd brings out the point 
that there is no anatomical, histological, chemical or 
pathological feature of a thyroid which could form a 
distinction between toxic and nontoxic goiter. 

3. Diffuse goiter vith hyperplasia, exophthalmic 
goiter or Graves’ disease. The four cardinal symptoms 
are enlargement of the thyroid, palpitation, tachycardia, 
and excitability of the nervous system, as evidenced by 
tremor. In addition the skin is moist and flushes rap- 
idly; the patient is very excitable and irritable; pal- 
pitation, nausea and vomiting may occur; and peculiar 
eve symptoms are frequent. Loss of weight is a con- 
stant feature. “Perhaps the most important change is 
the enormously increased body metabolism as indicated 
by calorimetric observation. It is as if some blast 
were blowing on the furnace of the body, fanning it 
into a condition of furious activity. There is no 
diseased condition in which a comparable increase in 
body metabolism occurs as a result. It is but natural 
that the patient should waste away as if being burned 
up.” The disease is more or less self-limited. The 
fire burns itself out, the thyroid breaks down under the 
constant stimulation, and degenerative changes follow. 

There is a greatly increased vascularity of the 
stroma with a great increase in hyperplasia. The con- 
dition of the liver in thyroid disease is of extreme 
importance. It is believed now that death occurs in 
hyperthyroidism as a result of a failure of function 
on the part of the liver. Thyroid hyperplasia is sup- 
posed to be the anatomical basis of hyperthyroidism. 
On the other hand, it has been clearly shown both in 
the lower animals and in man that the hyperplasia of 
the thyroid gland can be present without any evidence 
of hyperthyroidism. One is justified in asking the 
question, “Is hyperplasia of the gland really the cause 
of toxic symptoms?” It is altogether probable that 
the cause of hyperthyroidism is due to some disturb- 
ance of the body metabolism of unknown cause, which 
calls upon the thyroid for additional secretion. In 
order to put out these secretions the thyroid must of 
necessity undergo hyperplasia. 

The treatment of the disease undoubtedly should 
be based upon the underlying cause of hyperplasia, 
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whether that be lack of vitamins, lack of iodine, a sym 
pathetic nervous derangement, shock, liver disease. 
proteinemia or any number of conditions which dis 
turb the body metabolism. 

Many osteopathic physicians have treated th 

goiter of adolescence, or better the diffuse goiter wit) 
involution, by purely manipulative methods, and hay 
obtained satisfactory results. Many of these case 
are materially improved by the administration of sma!’ 
doses of iodine, and a vast majority of them mak 
an uneventful recovery whether treated or not. 
* Until recently there were two substances whic! 
had the power to alter specifically the function of th 
thyroid gland, namely, iodine and thyrotropic ho 
mone of the anterior pituitary. Sufficient knowledg 
of thyrotropic hormone has not reached the stag 
where it may be employed clinically. Recently ne) 
substances, thiouracil and thiourea, have been found t 
possess thé unique property of inhibiting the endocrin 
function of the thyroid gland. In addition to thes: 
drugs the use of x-ray therapy to the cervical syn 
pathetic ganglia has proved to be of distinct advantag: 
in certain cases. 

Todine Therapy.—lt has been a custom in the pas 
to administer too large a quantity of iodine, which ha 
proved to be of a distinct disadvantage. It has bee: 
suggested that the dosage of iodine should not excee: 
fifteen minims daily. The maximum time to obtai: 
satisfactory results from iodine therapy is usuall) 
about two weeks. This, of course, is determined larg: 
ly by the degree of thyrotoxicosis which the patien 
exhibits. Following the effective use of iodine on 
should observe the following improvement : 

(a) Improvement in the nervous system and 
circulatory symptoms. 

(b) A definite fall in the basal metabolic rate. 

(c) A change in the histological character of th: 
gland, that is, it should decrease in size. One should 
always give the warning that the effects of iodine on 
the function of the thyroid are not lasting, and that 
the symptoms will reappear promptly once the iodine 
is discontinued. 

Iodine therapy is indicated when thyrotoxic symp- 
toms occur in the goiter of adolescense, and indicate: 
in the preparation of patients for surgical treatment. 
Certainly iodine should not be administered in nodular 
goiter or diffuse goiter, usually referred to as Graves’ 
disease, except for preparing the patient for surgical 
removal of the gland. 

Recent literature has contained several articles on 
the use of thiourea and thiouracil. These two sul 
stances have been selected for use in treatment of thy 
rotoxic patients, after a hundred or more compounds 
have been tested in order to select the highly active 
substance of low toxicity for clinical use. The infor- 
mation available at the present time suggests that these 
drugs lower the basal metabolic rate by inhibiting the 
formation of thyroxin. Although the exact metho! 
of action is not known, it has been demonstrated con- 
clusively that the symptoms of thyrotoxicosis rapid!) 
disappear following the administration of the drug 
over a period of from four to seven weeks. The 
basal metabolic rate is lowered as the clinical sym)- 
toms improve, and there is a gradual increase in weig 
which takes place during the fourth and fifth week 
the treatment. The drug is administered daily in dos 
of one to two grams of thiourea or of 0.2 to 1 gram 

(Continued on page 210) 
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Season’s Greetings 


TO ALL WHO ARE WORKING IN OSTEO- 
PATHIC ORGANIZATIONS AND INSTITU- 
TIONS, AND INDIVIDUALLY, FOR THE 
COMMON GOOD: 


As the season of Christmas and the 
New Year approaches in this, another of 
our years of trial as a nation, it is our wish 
and hope for you that the holidays will 
initiate another successful year in your 
work in the service of your fellowman. 

To you who are officers and respon- 
sible workers in divisional societies, in 
osteopathic organizations and institutions, 
and in the American Osteopathic Associa- ° 
tion, our best wishes as you fulfill the 
obligations and carry out the tasks assigned 
you by your fellows in the profession. 
Those tasks are difficult but not impos- 
sible. The obligations are grave but bear- 
able. 

As fellow workers along with you in 
the advancement of the profession in its 
service to mankind, we wish for each of 
you 


A MERRY CHRISTMAS 
and a NEW YEAR crowded with accom- 


plishment through osteopathic organiza- 
tion. 

We sign as representatives of the em- 
ployed staff of your American Osteopathic 
Association. 


R. C. McCauGHan, Executive Secretary 
Miss Rose Mary Moser, Treasurer 
CLAYTON N. CLarK, Business Manager 
Ray G. Huceurt, Editor 
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EDITORIALS 


AN M.D. MEASURES LUMBAR MOTION 


There is an article of considerable interest to 
osteopathic physicians in the American Journal of 
Roentgenology and Radium Therapy for September, 
1944. It is entitled, “A Roentgen Analysis of the 
Motion of the Lower Lumbar Vertebrae in Normal 
Individuals and in Patients with Low-Back Pain,” 
and is written by Major C. Gianturco' of the U. S. 
Army Medical Corps. The writer had been doing 
some research for the purpose of seeking a cause for 
low-back pain inasmuch as, he says, “there are still 
many patients in whom the most painstaking clinical 
and roentgen examination fails to disclose a causative 
factor.” 

It is particularly significant that an M.D. re- 
searcher and especially one in the Army Medical 
Corps, whence reports of a considerable number of 
cases of intractable low-back pain have been emanat- 
ing, has looked beyond the usual inadequate medical 
diagnosis of “arthritis” and “retropulsed nucleus pul- 
posus” and attempted to analyze abnormal vertebral 
motion as a causative factor. 

Maj. Gianturco’s statement that no one has at- 
tempted to analyze vertebral motion is in error. Long 
and Lloyd* in 1938 used the x-ray to measure flexion 
and extension of the normal cervical vertebrae and 
later applied their findings in lesioned cervical seg- 
ments in an effort to demonstrate graphically altered 
vertebral mechanics. 

Kerr et al.* have demonstrated in their as yet un- 
published work limitations in facet motion on the 
oblique roentgen projection of the lumbar spine in 
right and left lateroflexion and in the neutral position 
in normal and lesioned segments. 

Limitations in the mobility of the lumbar spine as 
a whole in the right and left extremes of lateroflexion 
have been radiographed by Pearson* and by Denslow.° 
No doubt, there have been numerous other unpub- 
lished attempts within the osteopathic profession to 
demonstrate graphically and measure the spinal seg- 
mental lesion. 

Gianturco’s technic of examination is ingenious 
and physically sound, is relatively easy to reproduce, 
and tends to minimize the personal equation and sub- 
stitute a physical and mathematical basis for measure- 
ment of the osteopathic spinal joint lesion. The method 
consists of the demonstration of a “definite pattern” 
of vertebral motions of the lumbar spine “by taking 
three roentgenograms of the lumbosacral spine in the 
(seated) lateral position (the pelvis being immobilized 
by a special low-back rest and strap), one with the 
spine at rest, one with the spine in flexion and one with 
the spine in extension.” On super-imposing the sacrum 


1. Giantureo, C.: A roentgen analysis of the motion of the lower 
lumbar vertebrae in normal individuals and in patients with low back 
pain. Am. J. Roentgenol. 52:261-268, Sept. 1944. 

2. Long, Frederick A., and Lloyd, Paul T.: The use of the roent- 
gen ray in the study of vertebral mechanics with special reference to 
its adaptability in osteopathic procedure. Departments of Research 
and Radiology, Philadelphia College of Osteopathy, Philadelphia, 1938. 

3. Kerr, Harold E., Unpublished reports. 
of Osteopathy, Chicago. 

4. Pearson, Wallace M.: The gross mechanical picture. J. 
45:21, May 1938. 

Denslow, J. S.: A_ study of 
A. 39:189-196, Dec. 1939, 
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in the three films, it will be seen that lines drawn 
tangential to the lower contours of the vertebral body 
cross each other in a definite manner, the point of line 
intersection on forward bending being termed the 
“fulcrum of flexion” and the point of intersection of 
the lines in backward bending being referred. to as 
the “fulcrum of extension.” The whole system of 
measurement is then based on the relative positions of 
these fulcra of motion, whether it be their spreading 
apart, their posterior or their anterior displacement, or 
their reversal of position from the established “nor- 
mal” relations. 

Gianturco has described, in addition to pure flexion 
and extension of lumbar vertebrae, slight forward and 
backward displacement components of the moving 
vertebral body. He has, however, ignored the ro- 
tatory phase of what we know as the osteopathic spinal 
joint lesion, dismissing the possibility with the state- 
ment that “only a slight amount of rotation is permit- 
ted by the articulations of the lumbar vertebrae,” ap- 
parently not considering the results of the lateral 
immobilization of one facet as compared with its freely 
movable fellow on the opposite side. 

He recognizes the limitations of his method, how- 
ever, and states that “the movement of the vertebrae 
is dependent on a normal muscular action and on the 
integrity of the intervertebral discs and of the pos- 
terior articular facets” and that normal motion is “con- 
nected with several factors, which include muscle pull, 
load upon the discs, intranuclear pressure and the con- 
dition of the facets.” The article deals only with 


the third, fourth and fifth lumbar joints as “no routine 
attempt has been made -above the third lumbar because 
such a study would require a different and more com- 
plicated (immobilizing) device.” The writer noted that 
in two patients with spondylolisthesis, “there was ab- 
normal motion also at higher levels and that this ab- 


normal motion . . . cannot be explained by the lesion 
found at the lumbosacral junction.” 

In a patient showing old osteochondritis, “this con- 
dition affected the whole lumbar spine, but only the 
fourth disc showed abnormal motion.” In a patient 
showing an old compression fracture, “the abnormal 
motion was not at the disc adjacent to this fracture, 
but at a disc removed from it.” He concludes, there- 
fore, “that the abnormal motion in only four cases out 
of twenty-one can be attributed to the presence of bone 
lesions” and “one should note that abnormal motion 
was found in a high percentage of the patients who 
were examined because of low-back pain.” 

Has the osteopathic spinal lesion finally been 
discovered by the M.D. profession? It remains for 
some one in our own profession to duplicate Dr. 
Gianturco’s work in the light of the osteopathic con- 
cept of restricted and, therefore, abnormal spinal mo- 
tion. 


J. H. Grant, D.O. 
Department of Roentgenology, 
Chicago Osteopathic Hospital. 
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WELL-KNOWN CANADIAN PHYSICIAN DIES 


On November 4 the osteo 
pathic profession lost one of its 
most colorful figures in the deat! 
of Hubert John Pocock of Toron 
to, Ontario. Dr. Pocock’s spher: 
of influence was not confined to 
Canada; he was well-known alsv 
in the United States and was al 
ways ready to aid the cause o: 
osteopathy. His influence helpe:! 
the citizens of Canada to knoy 
osteopathy better, to recognize i! 
as a distinct contribution of a Kansas physician to th: 
healing art. Insofar as he helped bring to Canadian- 
an understanding of a system of health and healing 
originating in the United States, he aided in continu 
ing the friendly relations which have existed for so 
long between the two countries. 

Hubert John Pocock was born in London, On 
tario, in 1886. He was educated at Collegiate Insti 
tute and Michigan University and later, after his 
graduation from the American School of Osteopathy 
(Kirksville, Mo.) in 1911, attended Loyola College 
in Montreal. 

He began practicing osteopathy in Toronto at « 
time when the new healing was little known. He took 
his part in making its merits known to those in goy 
ernment and elsewhere, and in securing the legal recog- 
nition which came in 1925. He was at the beginning 
chairman of the Board of Regents for Drugless Prac- 
titioners of Ontario. 

hrough the years he continued his affiliations 
with the American Osteopathic Association and at 
tended most or all of its conventions until this year. 
In 1924 he was program chairman of the A.O.A. con- 
vention held in Kirksville, Mo. The next year he was 
made chairman of the Department of Public Affairs 
of the A.O.A., and also was chairman of the commit: 
tee on arrangements for the 1925 A.O.A. convention 
which was held in Toronto. 

In 1932 he was president of the Ontario Osteo- 
pathic Association and a few years later, in 1938, 
was public relations chairman during an important 
legislative battle in Ontario. He was influential in 
starting the Toronto Osteopathic Clinic in 1938 and 
was its first president. 

Dr. Pocock was elected second vice president of 
the American Osteopathic Association in 1940 and 
earlier had served on the Board of Trustees. 

He was a member of the Knights of Columbus 
and served as a Grand Knight and two terms as Pro 
vincial Treasurer of Ontario. 

Four surviving members of the family are osteo- 
pathic physicians—his widow; a daughter, Major 
Rosamond Pocock of the Canadian Women’s Auxiliary 
Air Force; and two sons, Lt. John L. and Fit. |. 
Hubert, Jr., both overseas. Other sons are Lt. Neill 
with the Armored Corps, and O. S. Geral, 
R.C.N.V.R. There are also three brothers and ove 
sister, Joseph Pocock, D.O., Toronto; Louis of Lon 
don, Philip of Sudbury, and Mrs. William Parsons of 
Port Credit. 


Hubert John Pocock 
1886-1944 
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The Osteopathic Physician’s Role in Rehabilitation* 


What is the osteopathic physician’s role in rehabil- 
itation? Potentially it is a leading role. What are my 
reasons for that positive statement? Evidence, Mr. 
Chairman. Evidence of a vital character. Figuratively 
| shall bring before you on this platform a number of 
witnesses, well now but formerly afflicted, from all 
ranks of the Army and Navy, together with the doc- 
tors from their Medical Corps and bid them speak. 
Then I shall bring the osteopathic physicians to whom 
these afflicted went later, have them give you their 
findings and tell you what they did and the results 
they obtained so that you can see for yourselves their 
potential roles in rehabilitation. 


But before bringing these men to this witness 
stand let me give you a brief background of what our 
government is doing in the way of rehabilitation. 


Rehabilitation is today a much used word to whose 
ordinary meaning (i.e. restoring one to his normal 
siatus or capacity) the horrible exigencies of a Twen- 
tieth Century World War have added numerous shades 
and grades of meanings. Broadly speaking this term 
embraces all of the various vocational and therapeutic 
measures utilized and employed by medical and other 
departments of government, both Federal and state, in 
their efforts to restore to its normal function the human 
body suffering from mental and bodily strains and 
stresses, diseases and traumatic injuries, resulting not 
only from industrial exposures and accidents, but also 
from both military training and later combat warfare. 
The newness and the dramatic and tragic phases of 
war illnesses and injuries cause that war part of 
rehabilitation to occupy first place in the minds of the 
people today, when they think of that great humani- 
tarian effort. So we shall consider only military, and 
not civilian, rehabilitation. This very naturally divides 
itself into two phases: 


One may be termed keeping the serviceman fit for 
his job—reconditioning him when ill or injured. The 
other phase is rehabilitating him for a useful life when 
his disability has made him unfit for further military 
service. 


This latter phase of military rehabilitation, of 
course, means a vast deal of hospitalization. The num- 
ber of government hospitals operated by the various 
branches of the Federal government increased from 
474 in 1942 to 827 in 1943 and the number of admis- 
sions increased from 1,675,722 in 1942 to 4,032,607 in 
1943.4 To none of these hospitalized persons are 
osteopathic physicians permitted to administer any 
care, no matter how much any one of them may feel, 
on the basis of observation, or experience, that he needs 
the type of care which these physicians alone are 
trained to give. 


“Delivered before the General Sessions at the Forty-Eighth Annual 
Meeting of the American Osteopathic Association, Chicago, July 17, 1944. 


*+Hospital Service in the United States. J. Am. M.A. 124:841, Mar. 
25, 1944. 


GEORGE W. RILEY, PH.B., D.O., LL.D., D.Sc. 


New York City 


In recent press reports concerning the Bernard M. 
Baruch philanthropic gift for the study of physical 
medicine, it was stated that “seventy thousand boys 
are being discharged from the armed services each 
month.” With the exception of those discharged be- 
cause of age, practically all of these are incapacitated 
for service. On that basis 840,000 men a year are 
filling the ranks of those needing the ministrations of 
rehabilitation. But, mark you, that figure was given 
months before our boys actually set foot on the west- 
ern shores of the European continent and now these 
figures may be doubled or trebled. 


C. E. Hostetler,f Vocational Rehabilitation Officer 
Veterans Administration Facility, says: “It has been 
estimated that 10 per cent of all men in the armed 
forces are going to be discharged with some form of 
disability.” That would mean about one and a quarter 
million men with some disabilities. A burning ques- 
tion today to these rehabilitatees and to their families 
and friends—yes, and to the taxpayers—is: “What is 
the osteopathic physician’s role in this great humani- 
tarian program?” Well, by any unbiased rule of jus- 
tice to the afflicted boys, the osteopathic physician 
should be one of the leads on that program. But judg- 
ing by the insignificant number of those who are to be 
rehabilitated who have access to the care of such 
physicians, he is not one of those leads. Why haven't 
those afflicted boys access to his professional care? 
Why? Simply because he is not a graduate of one of 
those schools from which, says the American Medical 
Association, must come all who may enter the govern- 
ment’s Medical Corps whose members alone have the 
opportunity of giving professional care to the thou- 
sands of war injured; yes, and to that vast number 
who suffer military and naval illnesses and casualties 
that occur in the drilling period before the boys reach 
the battle front. 


Now since the osteopathic physician is thus pre- 
vented from administering professional care to the 
hospitalized, that care is available only to ambulatory 
cases of illnesses and casualties occurring in the mili- 
tary training or precombat periods, or to those who 
were not so badly hurt as to be hospitalized, or who 
have been released from hospitals. And that means 
that in our discussion today we give particular atten- 
tion to the reconditioning phase of this great problem, 
in those aforementioned ambulatory cases—the men 
who can come to our offices. Recognizing this fact, 
and the further one that many of these afflicted have 
been and are seeking, on their own initiative, osteo- 
pathic care for their afflictions, it seemed wise to 
secure from the profession, through questionnaires, 
their reports on such ambulatory cases coming to them 
for professional care. Such a request was sent to all 
members of the American Osteopathic Association, 


tHostetler, C. E.: V 
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and 1,524 reports have been received. It is now our 
opportunity to give you a summary survey of the very 
illuminating information contained in those more than 
1,500 reports, which come from every state in the 
Union, except Alabama, Delaware, Nevada, and Utah 
and from Hawaii; also from England, Canada, 
Australia, and New Zealand, 


One thousand five hundred men and women in 
the military service seeking osteopathic care, prac- 
tically all of whom sought it after their failure to 
secure relief from their Medical Corps, is indeed an 
interesting and a very significant commentary on the 
persistent refusal of the Medical Departments of both 
Army and Navy to admit osteopathic physicians to 
those departments. We cannot too often remind our- 
selves that these 1,500 are only samples—that thou- 
sands of such cases have not been reported, and that 
cases severe enough to be in the hospital cannot be 
included because of the regulations set up by the Army 
and the Navy. 

It is further interesting, and in some measure en- 
couraging, to note from a study of these reports, that 
some ten or a dozen of the 1,500 came to the osteo- 
pathic physicians either on the recommendation of the 
physician in the Medical Corps or with his approval, 
and also that four of the number who came were 
Medical Corps physicians themselves. A_ pertinent 
question, the answer to which you will be most inter- 
ested in knowing, is: Who were these 1,500 persons in 
the service who came to the osteopathic physicians for 
help? There were: 10 chaplains, 7 generals, 61 col- 
onels, 81 majors, 87 captains, 183 lieutenants, 151 
sergeants, 93 corporals, 388 private soldiers; 6 ad- 


mirals, 17 naval captains, 12 commanders, 30 lieu- 
tenant-commanders, 94 naval lieutenants, 39 ensigns, 
24 petty officers, 218 engineers, seamen, and cooks; 


36 WACS, and 8 WAVES. 


This very wide distribution in ranks (and again 
let us remind ourselves that this is merely a sampling, 
and the numbers represent proportions and not totals) 
shows how exceedingly widespread is the desire of 
those in the service to have osteopathic care, even 
though it is officially denied them in their Medical 
Corps and their hospitals. But that is not all. A sur- 
prisingly large number are quoted in the reports as 
telling how very many of their acquaintances in the 
service had expressed their desire to have osteopathic 
care instead of the, as they say, “Aspirin and heat 
treatments that practically everyone gets from the 
Medical Corps.” 


As intensely interesting and informative as is the 
above distribution of the desire among the ranks for 
osteopathic care, an equally interesting phase of this 
survey is that of the kinds of afflictions that these 
1,500 were burdened with (again remembering that 
the regulations are such that only ambulant cases could 
come to these doctors, regardless of their qualifications 
to care for other types of cases). 


Alcoholism 
Allergies 
Appendicitis 
Arthritis and Rheumatism 28 
Back Pain (See also sacroiliac conditions 
and low-back pain) 
Burns and scalds.............. 
Cardiac involvements 
Eves and 
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Fractures and dislocations 
Gastrointestinal 
Genitourinary 
Headaches, other than migraine 
Headaches, migraine 
Pregnancy 
Bronchitis 
Coryza 
Pneumonia 
Other respiratory troubles.......................... 

(See also sinusitis) 
Sacroiliac condition and low-back pain 

(See also back pain) 
Sinusitis 
Skin diseases 
Sprains and strains 
Torticollis 
Toxemia 
Miscellaneous complaints and 

incomplete reports 


In studying those reports it was evident that 
large number of those cases such as neuralgias, neuri! 
and those involving the feet and back, sprains ai 
strains, fractures and dislocations, and sacroiliac i) 
volvement, resulted from the physical strain of drillin 
setting-up and obstacle exercises, long hikes a: 
marches with huge packs, maneuvers, paratroop, ai 
plane and tank drills and the like, and that all thes: 
involved the officers as well as the men. These pa 
ticular afflictions number 863, or well over one-ha!i 
the total cases. Now a great number of these person 
were in camps from which an osteopathic physicia: 
was very inaccessible and only when being transferre: 
or on passing through some city, on a day’s leave or 
short furlough, did they have an opportunity for even 
one treatment, which accounts for the indefinite results 
reported in some of the cases. 


A comparison of the treatment which these pa 
tients, officers and men alike, reported they receive: 
from the Medical Corps, and what the osteopathic 
physicians reported they gave these same patients for 
the same conditions, is most interesting and illuminat 
ing. Well, as Al Smith used to say, “What does th: 
record show?” As nearly as it is humanly possible | 
shall try to give typical samples of the various classes 
of cases found in the reports. Before citing any case- 
I will give briefly the contents of the questionnaire 
sent to the profession: 


1. D.O.’s Case No.........2. Date of Patient’s First C 

3. His (or Her) Branch of Military Service (Arm) 
Navy, etc.) 4. Rank 7 

5. Patient’s Complaint: Explanation of How Inju: 
Ailment, et cetera, Was Caused, and under What 
Circumstances 
Did Patient Come to You for Osteopathic C 
after Receiving Diagnosis and Care for Complain! 
in Question? (5) Available in Military Servi 
(Yes or No) 
Patient’s Reason for Coming to You If Ans\ 
to Question (6) Is “No” 
Previous (Military) Diagnosis and Treatment: 
Reported by Patient) If Answer to (6) Is “\« 
Duration of Disability ?-........ (Before Starting ‘ 
teopathic Physician’s Treatment) 
Osteopathic Physician’s Diagnosis 
Laboratory Data) 
Osteopathic Physician’s Treatment (Descr 
Fully, Including Manipulative and Other Met'- 
ods) 


(Includi 


1 
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12. “Number of Patient Calls (Treatments Admin- 
istered) 
13. Length of Time under Osteopathic Care 
14. Results 


I wish particularly to call attention to the fact that 
10 names of patients were asked for, and none were 
viven on these reports.. The osteopathic physicians’ 
case numbers are the only designations used. 

Now then, I wish to bring before you the wit- 


growing tiresome, to remind you again that only 

mbulant cases could come to these doctors). 

The reports are not intended to be case reports in 
ihe ordinary sense of the word. They are prepared 
for a JoURNAL the readers of which are familiar with 
the findings and the procedures used in all such cases. 
(hey simply show the broad field covered in the osteo- 
pathic care of such few ambulant patients as have had 
an Opportunity to avail themselves of osteopathic 
manipulative care, and the results. These are an 
carnest example of what can be expected if the serv- 
ices Of osteopathic physicians are made available for 
all the ails which beset men and women in service. 

Case 1: The first to be noted is that of a com- 
mander in the navy, who for two months had suffered 
with excruciating neuritis on right side of neck and 
shoulder—possible cause not given. The navy phy- 
sician’s diagnosis was “brachial neuritis” and the treat- 
ment administered was “rest and diathermy.” The 
osteopathic examination disclosed muscular rigidity 
about right shoulder and cervical region, with multiple 
vertebral joint lesions of impaction and rotation to the 
right, from the sixth cervical to the third thoracic. 
The osteopathic treatment was the correction of the 
lesions mentioned, and this was accomplished in four 
treatments in two weeks time with complete recovery. 

Case 2: An Army colonel had optic neuritis of 
two vears’ duration. He spent six weeks in one of the 
most prominent government hospitals and was dis- 
charged as incurable. Treatment there was palliative, 
and on leaving the hospital he was given codeine 
which was to be taken continuously to relieve pain. 
Osteopathic diagnosis was also optic neuritis. The 
physical findings included a group of chronic cervical 
vertebral joint lesions. Treatment consisted of thirty 
manipulative corrective treatments only. Result: Com- 
plete cure. 

Case 3: A captain of the Marines, who had in- 
jured his back while in service in the South Pacific. 
This is one of the few cases reported of World War II 
combat injury, because of the regulations which keep 
osteopathic care unobtainable by most of these men. 
Diagnosis was “overwork,” and treatment of several 
months duration was rest. Osteopathic findings were 
vertebral joint lesions of upper thoracic and lumbar 
regions. Patient was given five manipulative treat- 
ments only, over a period of four weeks, resulting in 
a complete cure. 

Case +: A sergeant, in the Army for nine years, 
was doing the routine exercise a week ago when he 
felt a slip in his back which immediately caused a 
severe pain in left lower lumbar and sacral regions. 
The case was diagnosed in the Medical Corps as lum- 
hago and he was given aspirin and rest. Osteopathic 
diagnosis: Left sacroiliac sprain. Two manipulative 
treatments for reduction of sprain brought complete 
relief in one week’s time. 
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Case 5: Captain in Army Medical Corps. On long 
field trip, climbing over obstacles, crawling, etc., he 
developed great rigidity and pain throughout the 
thoracic region. For two months heat was the only 
remedy given for the severe myositis. Osteopathic 
findings: Vertebral joint lesions at fourth to sixth 
thoracic vertebrae. One manipulative corrective treat- 
ment resulted in immediate relief. 

Case 6: Rear Admiral in Navy injured his back 
climbing rope ladder, years ago, in boarding a ship. 
Diagnosed as “strained back” by ship’s surgeon and 
treated for three months with heat and massage. Osteo- 
pathic diagnosis: Subluxation of eleventh thoracic 
vertebra. Two osteopathic manipulative corrective 
treatments gave successful results. 

Case 7: Lieutenant in the Navy fell off the bridge 
of ship, striking on right side of neck. Since then had 
severe headaches and shimmering of right eye, and 
was unable to concentrate while studying in Navy 
school. Naval diagnosis unknown. After one year was 
referred by an officer in the Navy Medical Department 
for osteopathic care. Osteopathic diagnosis: Pro- 
nounced occipitoatlantal and third cervical lesions on 
right side; also second right rib and associated ver- 
tebra in lesion. Four osteopathic manipulative treat- 
ments with definite immediate improvement after first 
treatment and complete cure in two weeks’ time. The 
lieutenant was very indignant that he was allowed to 
suffer for one whole year before being referred outside 
of military medicine for relief. 

Case 8: Army private developed low-back pain 
following lifting heavy shells; constant pain; no diag- 
nosis; placed in bed and heat applied for two months 
without results. Osteopathic diagnosis: Low-back 
strain. X-ray negative. Treatment: Manipulation and 
adhesive tape. After five treatments in one week’s 
time patient returned to camp in perfect condition. 

Case 9: Army sergeant while taking commando 
training was hit on back of neck, which was followed 
by severe headaches recurring every day. He was 
placed in sick bay, given a few aspirins, and told to 
report back for duty; that there wasn’t anything 
wrong, and nothing to be done. Came to osteopathic 
physician when home on furlough, who found lesions 
of second and third cervical vertebrae. Deep relaxing 
treatment of cervical and upper thoracic regions and 
three corrective adjustments resulted in complete recov- 
ery and there has been no further difficulty. Patient 
had suggested to the medical officer in charge that 
osteopathic treatment might do some good but was 
scorned for suggesting that there was anything else 
that could be done and was dismissed with the condi- 
tion still giving trouble. 

Case 10: Army lieutenant-colonel on long auto 
trip with open window while on maneuvers, and with 
no rest, developed stiff back and generally tense pain- 
ful body, of one week’s duration. Diagnosed as acute 
neuritis. No relief from pills. Osteopathic diagnosis: 
lirst, second and third ribs subluxated upward caus- 
ing cervical and upper thoracic neuritis. Three manip- 
ulative treatments in adjusting ribs, together with heat 
to cervical region and rest, gave excellent result. The 
officer was most emphatic in expressing his belief in 
the necessity of having osteopathic physicians in the 
Army. 


Case 11: Navy captain developed gastric indiges- 
tion as result of strain of work. 


Diagnosis rather 


. 
| 
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indefinite. X-ray disclosed something irregular in the 
stomach and an exploratory operation was advised, 
with mention of possibility of malignancy. After two 
months the captain went to an osteopathic physician, 
who diagnosed pyloric spasm with hypochlorhydia as 
a result of lesions in sixth to ninth thoracic region. 
Four manipulative treatments to correct those lesions 
gave excellent results. Subsequent x-ray check by 
Naval hospital showed the stomach irregularity had 
disappeared and the patient was given a clean bill of 
health. The captain not only strongly advocated osteo- 
pathic physicians in medical service, but also got his 
admiral to write a letter to that effect. 

Case 12: Army captain in training for military 
police work injured his back. He was hospitalized 
with massage, diathermy and forced rest on planked 
bed for two weeks (that was physical medicine with a- 
vengeance). Osteopathic diagnosis: Fifth lumbar ver- 
tebra anterior on sacrum. Two manipulative treatments 
in four days gave good results. This patient was much 
disturbed that the services rendered at the military 
hospital didn’t give him any beneficial results and was 
strongly in favor of- osteopathic physicians in the 
Army. 

Case 13: Army Air Force lieutenant developed a 
chronic ache in lumbar region of several weeks’ dura- 
tion—cause not known. Diagnosis not disclosed to 
him. Treatment: Application of adhesive tape over 
lower back. Was told by medical officer to see a “good 
osteopath” if condition did not improve. Osteopathic 
diagnosis: Right sacroiliac and third and fifth lumbar 
articulations in lesion. One manipulative corrective 
treatment gave immediate relief. The lieutenant ex- 
pressed much discontent at M.D. handling of his and 
similar cases, and is greatly in favor of osteopathic 
physicians in the Army, especially in the Air Force. 

Case 14: Army sergeant developed severe low- 
back pain from a strain in military training. Diagnosis : 
“Low-back strain.” Was put to bed for a week but 
was still unable to drill; put back to bed for another 
week and spent a total of 30 days before going to 
osteopathic physician who diagnosed his condition as 
right sacroiliac and fifth lumbar lesions. Two manipu- 
lative corrective treatments gave complete relief, after 
which the patient again was able to take his place in 
the service. He was very emphatic in his regret and 
disappointment that osteopathic treatment was not 
available to the men in the Army. 

Case 15: Navy captain contracted severe cold 
while training crew on ship; continued to work until 
he collapsed; sent to Naval hospital where he re- 
mained for several days until his ship sailed. Went 
with ship and condition improved somewhat at sea. 
On return to port took more cold. Diagnosed as “lung 
congestion.” When he came to osteopathic physician 
he had temperature of 100.4 F. and pulse 90 with dull- 
ness in lower lobe of left lung. Six manipulative 
treatments to relax thoracic and intercostal regions and 
stimulate lymphatic circulation gave excellent results. 
Temperature and pulse returned to normal and pa- 
tient was able to resume all duties and responsibilities. 
This was the captain’s first experience with osteopathy. 
He was emphatic in expressing his belief that osteo- 
pathic physicians should be in the Medical Corps of 
the armed forces. 

Case 16: Lieutenant in Army officers training 
camp. Head felt stuffy and brain sluggish since he 
caught cold; also great pain in back and legs since 
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long marches and especially when on parade and 
standing at attention. Diagnosis: “Just a little strain.” 
Treatment: Pills to relieve pain. Results: None. This 
went on for several months. Osteopathic findings: 
Articular lesions first cervical, very contracted suboc 
cipital muscles; first right rib, and right sacroiliac. 
Four manipulative treatments directed to relaxing the 
cervical and thoracic tissues and correcting the ar- 
ticular lesions resulted in complete recovery. The 


lieutenant felt keenly disappointed that our men in 
uniform are so unjustly denied osteopathic care. 


Case 17: Major in Army Air Force had a plane 
“crackup” which resulted in excruciating pain in his 
neck and shoulders, of two months’ duration. He was 
given no diagnosis—just sedatives. On being trans- 
ferred to another base he called on an osteopathic 
physician who found his first and second cervical ver- 
tebrae badly rotated to right and first right rib in lesion 
and very tender. One manipulative treatment for cor- 
rection of those lesions resulted in complete relief of 
the pain in neck and shoulders. The major was de- 
cidedly emphatic in his feeling that osteopathic physi- 
cians should be on the medical staffs at every air base 
and that the men should have osteopathic examination 
and care before and after every flight. 


Case 18: Captain in the Navy slipped on deck of 
his ship on convoy service, resulting in much pain in 
right buttock and leg from which he suffered for about 
six months. Naval doctors considered it “a sprain” 
and gave him sedatives many times—that being all 
they did. Osteopathic physician found right sacroiliac 
joint in lesion and two manipulative corrective treat- 
ments cleared up all pain. He was vigorously em- 
phatic in expressing his belief that the Navy should 
have an osteopathic physician on every vessel. 


Case 19: Navy lieutenant playing football, was in 
the act of catching the ball with right hand raised 
above head. Opposing player pushed hand and arm back 
and hurt the lieutenant’s shoulder so that he could not 
raise right hand above level of waist. There was so 
much pain that he was unable to dress and undress 
himself. X-ray examination, nothing abnormal. Naval 
surgeon pronounced it a sprain and told him to go to 
his room on sick leave. He asked the surgeon about 
seeing an osteopathic physician, and the surgeon said: 
“Tut, don’t waste your time doing that.” Four days 
later he went on own initiative to an osteopathic physi- 
cian who found the long head of the biceps slipped out 
of groove on head of humerus. He relaxed the con- 
tracted tissues about the shoulder and slipped the liga- 
ment back into place with one treatment, giving com 
plete relief of pain and complete freedom of motion 
The lieutenant felt very indignant that the men in the 
Army and Navy service are denied osteopathic care. 

Case 20: Army colonel contracted a severe cold in 
February, 1943, and had coughed continuously since 
X-ray revealed normal chest. Medical Corps phys' 
cians diagnosed his condition as “bronchitis” and gav: 
only sedatives. His superior officer was much pe 
turbed about his condition. After eight months | 
came to an osteopathic physician who found the whol: 
upper thoracic spine and intercostal areas very rigi(| 
and tender; first and second cervical vertebrae an 
first right rib lesioned. Patient got much relief follow 
ing the first treatment. He could visit the doctor rare! 
oftener than once a week. Ten treatments gave exce! 
lent results. There was no further cough. When the 
superior officer noted his improvement and learned 
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was the result of osteopathic care he advised him to 
sce the osteopathic physician as often as he could get 
away from camp. The colonel was most emphatic in 
his feeling that an unpardonable injustice was being 
done the men in the service by the medical department 
of the Army preventing their having osteopathic care. 

Case 21: Major in Army Air Force in March, 
1943, called on osteopathic physician and said he was 
in great agony—unable to sleep and unable to bear 
weight on right foot. Asked if he had seen a doctor 
he said he had been to the Medical Corps, “but I’m in 
agony,” he said. Diagnosis was “shingles.” No treat- 
ment was given. He was told to go home and stay 
there until he got well. He came hobbling into the 
osteopathic physician’s office with greatest difficulty 
and much agony. Osteopathic findings: Right sacro- 
iliac in lesion and the entire distribution of right sciatic 
nerve, together with bottom of right foot, covered 
with fiery red shingles. The sacroiliac lesion was cor- 
rected by manipulave treatment that day (Friday). 
Patient returned Saturday walking with considerable 
ease. Redness of shingles was all gone. He returned 
again Monday, walking with no limp or discomfort 
and said he “had slept like a baby.” The shingles 
were all sloughing off. The result of three treatments 
was most satisfactory, and the Major was briefly in- 
dignant at the negligent inattention of the doctors 
of the Medical Corps, and at his Government for not 
supplying the men in the service with osteopathic care. 


Case 22: Army corporal in early part of 1943 
suffered much with low-back pain; in army hospital 
for two months; diagnosed as “arthritis.” His 
sacroiliac belt was removed and a cast placed on him 
for the two months he was hospitalized. The pain 
was excruciating for two weeks before going to the 
osteopathic physician who diagnosed the condition 
as sacroiliac lesion; applied heat, and gave six manipu- 
lative treatments, returning the patient to completely 
normal condition in three weeks. 


Case 23: Lieutenant colonel in Army Medical 
Corps developed pain in low back. Cause was un- 
known and there were no definite findings, but he 
was treated by the Medical Corps physician for six 
months. Finally an orthopedic surgeon called an 
osteopathic physician for an appointment. The latter 
found a left sacroiliac lesion. He treated the patient 
twelve times over a period of eight weeks with com- 
plete recovery. 

Case 24: Army private developed a severe pain 
in hip and leg while walking in sand and over rough 
terrain on maneuvers. The pain persisted and he 
was taken to the hospital where he remained ninety 
days. Diagnosis: Inflammation of sciatic nerve in 
left leg. Treatment: Pills and tablets for relief of 
the severe pain, and physiotherapy consisting of heat 
lamp, and baths in hot water. Still being unable to 
walk any distance without severe pain he was dis- 
charged from the Army. He went to an osteopathic 
physician at his home. Diagnosis: Sciatic neuritis, 
caused by a fifth lumbar lesion, sacroiliac lesions on 
both sides, and left psoas muscle in sustained spasm. 
The treatment given consisted of structural manipula- 
tion for the correction of the lesions mentioned. 
There were nine treatments covering a period of five 
Weeks. The patient was able to work after one month’s 
treatment, and has been working for the past seven 
months as a trucker, delivering milk to a cheese fac- 
tory from farmers in the surrounding area. He ex- 
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pressed the belief that if he had been given the same 
treatment in the Army that he received after coming 
home, he never would have been discharged. 


Case 25: This is a rather unusual case, that of 
a major in the Army Medical Corps. I quote the 
words of the osteopathic physician given in his re- 
port: “This doctor is one of the prominent M.D.’s 
in our town. We have treated him for several years 
for an anterior displacement* of the right innominate 
on the sacrum. He is just this week entering the 
armed services, and was in my office for a final ad- 
justment the day before leaving. At that time he 
expressed the firm personal belief that the osteopathic 
physician should be taken into the armed services on 
an equal basis with the M.D.’s because their services 
are greatly needed. As he said, ‘What will happen 
to me if this recurs after | get into the service?” 
That remark shows conclusively that physician’s 
opinion of the ability of the M.D.’s to cope with 
such frequent occurrences both in civilian and in mili- 
tary life. I am inclined to believe that that expressed 
opinion, of that: major of the Medical Corps who 
feared his physical well-being might be at stake, is 
a pretty good tip to one Dr. Ray Lyman Wilbur, 
and his famous Bernard M. Baruch Committee on 
Physical Medicine. 

With these twenty-five cases fresh in mind, a 
news item in the New York Times of Thursday, April 
13, 1944, is very interesting. 

NEW SURGERY HELPS SCIATICA SUFFERERS 
Army Demonstrates Technic Sending 60 Per Cent 
Back to Duty 

Washington, April 12 (U.P.)—New neurosurgical 
technics for treating sciatica, which has became serious 
among soldiers, are sending about 60 per cent of the 
afflicted men back to duty. 

The operations, referred to as lumbar disc surgery, 
were demonstrated at Walter Reed Hospital to medical 
experts from the Army’s twenty neurosurgical centers. 

Back wrenching injuries, grown more common 
through mechanized warfare, usually precede the onset 
of the ailment. Sometimes the patient’s history shows 
a fall from a jeep or a back strain from lifting (a land 
field strip) or, as is the case of the patient in the demon- 
stration operation, a wrench as he caught his feet in the 
controls of his plane. 


The crippling pain is caused by a piece of cartilage 
which has somehow been knocked into a position where 
it presses on the sciatic nerve.t 


So common is the complaint that an estimated half 
of the non-wounded sick in the neurosurgical field are 
sufferers from sciatica. 


New technics have cut operating time in half to about 
forty minutes and returned men to duty in an average 
of three months. 


How does this recovery time, which the surgeons 
consider so rapid, compare with that following from 
one to six or eight applications of osteopathic manipu- 
lative treatment based on a real understanding of 
what is wrong with the patient, in the twenty-five 
cases I have just cited? Isn’t it interesting to observe 
how therapeutic fads change? Once upon a time it 
was tonsillectomies ; then it got to be appendectomies ; 
now it is discectomies. Always, as time passes, a 
balance comes. Discs will cease, as tonsils and ap- 

*Note by Dr. Riley: Recurring 


+ Note by Dr. Riley: The reporter’s explanation of the anatomy 
not mune. 
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pendices ceased, to be blamed for everything, and we 
will come nearer to the point of removing only those 
that should be removed. 


Moreover, that news item makes the following 
case report most interesting. It is one of the 1,500 
reports under consideration, and is dated September 
12, 1943. “Major in Army had had occasional back- 
aches for several years—always corrected by osteo- 
pathic manipulative treatment. He entered” (I re- 
frain from giving the name of the government hos- 
pital) “for this condition and was operated upon for 
herniated disc. The operation was unsuccessful and 
he was operated upon again for the same trouble 
two months later and discharged from the hospital 
two weeks ago. He went on a survey trip, but pain 
was so extreme that no attempt was made to diagnose 
or treat the condition, but the major was advised to 
discontinue the trip and to check in to the military 
hospital immediately. He believed osteopathic manip- 
ulation would have taken care of the condition without 
the operation.” 


I have tried in these twenty-five cases cited to 
give representative examples of the 1,500 reports re- 
ceived, and the result of both the M.D. and the osteo- 
pathic care cited therein. Again I think it necessary 
to point out that, regardless of the qualifications of 
osteopathic physicians, the regulations are not such 
that they may have anything to do with hospital cases, 
so that all those reported must be ambulant. Civilian 
experience over a half century indicates that results 
would have been good, likewise, in other types of 
cases. Of those 1,500 cases, practically 1,400 obtained 
excellent results from their osteopathic manipulative 
treatment, leaving about 100 not with wnsatisfactory 
but with indefinite results, because of insufficient 
time to treat them properly—most of them having been 
seen but once, many just passing through the cities 
where they were treated on their way to distant camps, 
and with no reports received as to the results of their 
treatment. 


I trust the listing of the illnesses and casualties 
of the 1,500 reported cases has given a good idea of 
the breadth and scope of osteopathic care in everyday 
ambulant practice, and I hope that the twenty-five 
cases just described have been sufficiently varied to 
give a fairly comprehensive idea of the comparative 
effectiveness of the Medical Corps’ methods as used, 
with that of the osteopathic method of caring for 
those same identical cases. This comparison is fur- 
ther accentuated by comparing the total day duration 
of these cases under M.D. care, with the total day 
duration of these same cases under. osteopathic care. 


This comparison shows that twenty-four of these 
twenty-five cases were under M.D. care 2,796 days 
and that they were under osteopathic care only 460 
days. In that time they were treated by osteopathic 
manipulation 122 times, which resulted in their com- 
plete recovery. You will note that that time under 
osteopathic care is practically only one-sixth of the 
time that they were under M.D. care. That makes 
an average per patient of 116 plus days under M.D. 
care, and only 19 days plus under osteopathic care. 
Of course, you will recall they were not all wholly 
incapacitated for the number of illness days indicated. 
What would such comparisons mean for the entire 
1,500 cases? I have not tabulated the time, that the 


1,500 cases were under M.D. care and then under 
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osteopathic care, as I have just given in these twenty- 
four cases. I have no idea whether the amount; 
would be proportionately more or less. However, t: 
be on the safe side let’s figure six-sevenths of eac!: 
amount. That would make an average of practicall, 
100 days a person instead of 116 days, under M.]). 
care, and of 16 days instead of 19.days under osteo 
pathic care, a difference of 84 days, or two and four 
fifths months for each person. Now 1,500 cases a 
100 days for each person under M.D. care, equal: 
150,000 days, and under osteopathic care at 16 day: 
each, equals 24,000 days. 


Does all of that mean anything to our men i: 
uniform and to their fathers and mothers, sisters an 
brothers, wives and husbands, and sweethearts? A): 
more! Do you think in these war days it means any 
thing to Generals Marshall, Eisenhower, MacArthur 
Arnold, Stillwell and Lee; and, to Admiral King 
yes, and to Secretary Morgenthau? It would seen 
so. One hundred fifty thousand days of illness unde 
M.D. care minus the 24,000 days of illness under ost: 
opathic care leaves 126,000 days of good health fo: 
those 1,500 men and women all fit and ready to cd 
their several jobs, and also with that much less nurs 
ing care, and a correspondingly less expense in th: 
face of Morgenthau’s continuously growing and a! 
ready inconceivable deficit. Do you realize what tha: 
84 per capita days difference between M.D. care ani 
osteopathic care for those 1,500 persons means 1 
Uncle Sam’s payroll? The following is his total pa) 
roll for those particular 1,500 persons in his servic: 
for those 84 days—$646,043.* In other words, ha 
those 1,500 persons had osteopathic care in the begin 
ning, the Army and Navy would have gotten real activ: 
service for those 84 days and for the $646,043, whic! 
Mr. Morgenthau had to pay to those 1,500 persons 
for that time. In fact if the osteopathic care had 
been provided first, the saving might have been even 
greater. We do not forget that the cases reporte:! 
are only a fraction of those actually treated by osteo 
pathic physicians, and these in turn, may be said to 
be only a fraction of those who wanted such care. 


We hear much today about loss of man days or 
working days in industry from illness, strikes et cetera 
As one can see, loss of working days in the Arm) 
and Navy is certainly of vital importance to ever) 
one of us, and the physician who can keep those in 
uniform in good strong physical and mental condition 
is a world benefactor. Taking the illnesses of thos 
1,500 as a yardstick, and using their average per capi! 
loss of 84 working days or two and four-fifths month: 
because of having had M.D. instead of osteopathic 
care, and applying that per capita loss to possible sim: 
lar illnesses and casualties of the 10,500,000 men an: 
women in the service, one is astounded at contemp!: 
ing such a possible total loss of working days in |) 
Army and Navy. 

Let me call attention to another very import«: 
item in this survey of these reports on the 1,500 men 
and women who came to osteopathic doctors for ca 
While practically all of them came on their own init: 
tive, 1,300 of them, officers, privates, and seanwn 
alike, expressed themselves as strongly in favor «! 
osteopathic physicians being on the medical staffs of 
both the Army and Navy. And why shouldn't 
be on those staffs? As one of the majors in ‘x 


* According to schedule of Army and Navy pay as per the \\ 
Almanac pp. 115 and 122. 
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Army Air Force, in the twenty-five cases cited, said: 
"Osteopathic physicians should be on the medical 
staffs at every air base, and the men should have 
osteopathic examinations and care both before and 
after every flight.” It will be recalled that a Navy 
captain said: “The Navy should have an osteopathic 
physician on every naval vessel.” 

A few days ago, as I was figuring these compari- 
sons, I was reminded of another comparison, the re- 
sults in mortality in influenza and pneumonia cases 
under M.D. care and under osteopathic care during 
those dreadful pandemics of the First World War. 

Here are the findings in that survey: 5 to 6 
per cent mortality in influenza cases treated and re- 
ported by M.D.’s and 14 of 1 per cent under osteo- 
puthic care; 33 per cent mortality in pneumonia cases 
treated and reported by M.D.’s and 10 per cent mortal- 
ity under osteopathic care.* 

Now in June of this year, before the* meeting 
of the American Medical Association in Chicago, 
Colonel W. Paul Holbrook of the office of Air Sur- 
geon is quoted as saying: 

“Our Army of 7,000,000 troops spent in excess 
ot 14,000,000 days in the hospital last year because 
of common respiratory diseases. In addition to this 
time, there were the inevitable number of complica- 
tions and deaths as well as additional millions of man- 
days lost from duty. If our experience with sul- 
fadiazine prophylaxis holds true, it is a conservative 
estimate that 50 to 75 per cent of this tremendous 
loss could be prevented.” + 

I say, more power to such prophylaxis if it pro- 
duces such prevention. But apropos of that report, 
and the currently popular use of the sulfa drugs in 
pneumonia cases, let me cite the following facts. Dur- 
ing the first 23 weeks of 1944 there were reported 
to the Department of Health in New York City, 
4,085 cases of pneumonia with 1,982 pneumonia 
deaths, or a pneumonia mortality of 48.5 per cent. 
Now, of course, I don’t know how many, if any, of 
those cases were given sulfa drugs, but there is a 
strong probability that vast majority of them were 
so treated. Anyway, 48.5 per cent mortality is a long 
way from q 10 per cent mortality. 

Just so that some one may not feel that that was 
a coincidence, let us see what was the record for the 
same first 23 weeks of 1943. The number of pneu- 
monia cases, reported to that same Department of 
Health during those weeks in 1943, were 4,282 and 
the number of deaths 1,988, or a pneumonia mortality 
of 46.5 per cent. That’s 2 per cent better than in 
1944, but even 46.5 per cent, as a distinguished divine 
in New York City frequently says, is, “a long sea 
mile” from that 10 per cent mortality record under 
osteopathic care. And the average mortality in New 
York City for the same first 23 weeks of the past 
five years was 26.5 per cent. 

And also, to complete the comparison there is the 
per capita 100 working days loss for the 1,500 service 
cases under M.D. care, and the per capita 16 working 
days loss for the same 1,500 cases under osteopathic 
care. 

Does all of this mean anything to Surgeon-Gen- 
eral Norman T. Kirk of the Army, and to Surgeon- 
General Ross T. McIntyre of the Navy, and to all of 


“Riley, G. W.: Osteopathic success in the treatment of influenza 
and pneumonia. J. Am. Osteop. A. )18:565-569, Aug. 1919 
*Science News Letter, June 24, 1944, p. 405. 
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those in authority on the government’s medical staffs? 
Do not they ever think without professional bias of 
the physical and mental welfare of the boys and girls 
in uniform? Haven't they unselfishly progressed any 
since the days of the First World War? 

Even though no appointments have been made, 
or commissions issued to osteopathic physicians in the 
Medical Corps, there has been some progress since 
those days, for there stands on the statutes of the 
United States the following military provision relating 
to Army hospitals, enacted June 30, 1941, which the 
next year was made applicable for the present war 
and for six months thereafter: “for the pay of interns 
who are graduates of or have successfully completed 
at least four years professional training in reputable 
schools of medicine or osteopathy at not to exceed 
$720 per annum each ;” 

Furthermore in the Naval Appropriation Acts for 
1943, 1944 and 1945, there appear the following pro- 
vision: “for the pay of commissioned medical officers 
who are graduates of reputable schools of osteopathy.” 

Of course, these provisions indicate the intent 
of Congress and the President to have osteopathic 
physicians in the Medical Corps, but those in authority 
in the Medical Departments of the Army and Navy 
have deliberately failed to make the commissioned ap- 
pointments provided for, although there are today 437 
licensed osteopathic physicians in the Army and Navy 
in various capacities but not commissioned in the 
Medical Corps where their professional skill is so 
needed and could be utilized so advantageously for 
the benefit of those in the service. The physical ex- 
periences of those 1,500 officers, privates and seamen 
is a glaring illustration of the results of official ob- 
stinacy prompted seemingly by professional superior- 
ity-complexitis, or service inertia. 

Mr. Chairman, it has been my great honor and 
privilege to bring these most revealing and significant 
service experiences and facts to the attention of the 
members of the profession and their friends of the 
public, and I sincerely hope that those experiences and 
facts may cause the early correction of this flagrantly 
biased professional injustice to the men and women 
in the American uniform, not to mention the injustice 
to the members of the osteopathic profession and 
especially to those doctors of osteopathy now in the 
service. 


Hotel Roosevelt. 


A.M.A. COUNCIL ON PHYSICAL THERAPY BECOMES 
COUNCIL ON PHYSICAL MEDICINE 


At the 1944 annual session of the American Medical 
Association in Chicago the House of Delegates acted favor- 
ably on the recommendation that the name of the Council on 
Physical Therapy be changed to Council on Physical Medi- 
cine. 

According to an editorial in the July 29 issue of The 
Journal A.M.A., “Physical medicine includes the employment 
of the physical and other effective properties of light, heat, 
cold, water, electricity, massage, manipulation, exercise and 
mechanical devices for physical “and occupational therapy in 
the diagnosis and treatment of disease.” 


The Council on Physical Medicine “believed that it would 
be wise to appoint a special subcommittee of five physicians 
interested in occupational therapy who could help to bring 


this phase of therapy more fully under direct medical super- 
vision.” 
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THE EFFICIENT TEACHING OF OSTEOPATHIC 
THERAPEUTICS* 


The question, “What can be done to increase the ef- 
ficiency of teaching of osteopathic manipulative therapeu- 
tics?” is a perennial one, and one to which the answers 
are considerably varied. 

The answers must go deeper than a strict discussion 
of the teaching of osteopathic manipulative technic. They 
must take into consideration the concept that osteopathy, 
in its broadest sense, is a philosophy that pervades the 
entire curriculum and differs from that of traditional medi- 
cine in many respects that are more basic than those of 
osteopathic manipulation alone. This philosophy includes 
such precepts as the obvious one that it is the patient 
who is under treatment and not a specific disease; that 
individuals differ and, therefore, that empiricism in treat- 
ment is irrational. 

It would appear to be fundamental that the teaching 
of osteopathic manipulative therapeutics should begin with 
a strong presentation of the history of osteopathy with 
considerable attention being directed to a discussion of 
the scope of osteopathic medicine. This discussion is par- 
ticularly important with beginning students, many of 
whom have a very limited knowledge of osteopathy jin 
the field of therapy; some no knowledge at all. With this 


latter group it is most necessary that the principles of 
osteopathic diagnosis and treatment be outlined as com- 
prehensively as is possible with beginning students. 


At this level the presentation should be toward the 
conservative side, in respect to the value of osteopathic 
manipulative treatment, and not of an “evangelistic” or 
testimonial nature where bizarre cases and cures are re- 
lated which tend only to impose upon the credulity of the 
student and to arouse his suspicion. 

The actual teaching of osteopathic mechanical lesion 
diagnosis and the manipulative technic for the correction 
of these lesions must be predicated upon an accurate 
knowledge of anatomy, particularly of the direction in 
which the articular facets of the vertebrae, and the oppos- 
ing surfaces of other bones face; the relation of the 
muscles and ligaments to vertebral, rib and other joints, 
and the complete vascular and nerve supply of these 
joints. 

There should be a constant attempt, on the part of 
technic instructors, to make plain to the student that his 
manipulative procedures should not be learned imitatively 
or like a series of wrestling holds, but should be carefully 
considered from the standpoint of the levers involved in 
a particular corrective procedure, the joint direction of 
the surfaces and the vascular and nerve supply of the 
entire joint. The student should be encouraged to devise 
some corrective technics of his own or at least to modify, 
for his own use, some of the technics he is taught. If 
the student understands the use to which manipulative 
technic is to be put and is truly interested in its use, he 
should be able to originate some corrective technics to 
improve upon or at least to modify some established 
manipulative procedures. 

Finally, there should be a complete integration of the 
principles and philosophy of osteopathic medicine in 
every course in the curriculum where this can be accom- 
plished. This should not be carried to such an extreme 
that it appears obvious that osteopathy is being introduced 
as a matter of duty or of religious fervor. A careful study 
and consideration of the course content will, however, in 


_ “Delivered before the annual meeting of the American Associa- 
tion of Osteopathic Colleges, Chicago, July 12, 13, 1944. 
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most cases, allow for a dignified introduction of basic 
osteopathic material that will serve to strengthen the stu- 
dent’s confidence and belief in osteopathy. 

To summarize, the teaching of osteopathic manipula- 
tive therapeutics could be improved: 

(1) By a strong and rational presentation of the 
principles and philosophy of osteopathic medicine. 

(2) By the proper introduction of the principles and 
philosophy of osteopathic medicine throughout the cur- 
riculum. 

(3) By a well-planned course in osteopathic manipu- 
lative technic with the student encouraged to improvise 
corrective procedures. 

Earte L. Garrison, D.O. 


Department of Public Relations 
CHESTER D.’SWOPE, D.O. 
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FEDERAL INCOME TAXES FOR 1944 AND 1945 

On January 15, 1945, the fourth income tax inst.|l- 
ment on the 1944 income will be due. This payment will 
be in accordance with the Declaration of Estimated n- 
come which was filed on or before April 15, 1944, or in the 
amendments to that Declaration. 

On or before March 15, 1945, each taxpayer must 1 
a final return for 1944 income and pay any difference | 
tween the tax computed on this final return and 
amount of taxes withheld from his wages during 1944, . 
paid by him on his 1944 Declaration of Estimated ‘Tax. 
If the payments already made exceed the computation « 
tax due on the final return, the taxpayer may elect 
have a refund of the difference, or have it credited again 
his 1945 tax. 

The final return for 1944 income must be made }by 
every person having a gross income of $500 or more dur- 
ing the taxable year. A child receiving $500 or more in- 
come is required to file a separate return, even though the 
parent retains the income. If the child does not pay the 
tax, the parent is liable. 

The first $1,500 of active military service pay is ex- 
empt from tax, consequently most members of the Armed 
Forces are not required to file returns. 

There are three methods of making the final return: 

1. Persons with an income of less than $5,000 whose 
tax was withheld by their employers may use their with- 
holding receipt, Form W-2 (Rev.) as their returns. 

2. The short-form return may be used by persons 
whose income was less than $5,000, by filling out and filing 
page 1 of Form 1040. 

3. The long-form return is used by persons whose 
income was more than $5,000, or by persons who claim 
deductions amounting to more than 10 per cent of their 
income. This is filed on Form 1040. 

Persons whose deductions for charitable contributions, 
interest, taxes, casualty losses, medical expenses, and mis- 
cellaneous expenses would equal more than 10 per cent of 
their income (minus business expenses) should not use 
the withholding receipt method or the short-form method, 
because under these methods a standard deduction of 10 
per cent of the total income (minus business expenses) 
for incomes less than $5,000, or a set $500: deduction for 
incomes in excess of $5,000 is all that is allowable. [he 
long-form method permits deductions up to 15 per cent of 
the total income (minus business expenses) for charitable 
contributions alone, in addition to the other deductions. 

The normal tax is a flat rate of 3 per cent. For nor- 
mal tax, the taxpayer is allowed a flat exemption of $500. 
In a joint return of husband and wife, the combined nor- 
mal tax exemption is $1,000 if each had $500 income or 
more; but if the income of either was less than $500, the 
combined normal tax exemption is $500 plus the amount 
of the smaller of the two incomes. 

The surtax is at graduated rates, ranging from 2\) to 
91 per cent. For surtax, the taxpayer is allowed an ex- 
emption of $500 for himself, $500 for his wife, and $500 
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for each dependent relative, regardless of the age of the 
relative, but provided that the relative has less than $500 
income during the taxable year and receives more than 
me-half his support from the taxpayer. 


Allowable deductions include: Ordinary and necessary 
expenses incurred in earning the income. Cost of equip- 
ment is deductible to the extent that it is specifically re- 
quired, but uniforms of surgeons and nurses are held to 
take the place of ordinary clothing and their cost is not 
deductible. Depreciation for exhaustion, wear and tear of 
property used in a profession is deductible. The purpose 
is to permit the taxpayer to recover over the useful life 
oi the property the sum invested therein. The proportion 
ot depreciation on a car used in part for professional pur- 
poses would be deductible depending upon the relative use 
for business purposes. If a professional man uses his 
residence as an office and home, he may deduct the ex- 
penses of that part used for business. Expenses not de- 
ductible include the cost of books and the cost of instru- 
ments and equipment having a useful life of longer than a 
vear (as these are regarded as capital items, on which 
depreciation may be allowable), and membership dues in 
a purely social club. Cost of postgraduate courses and 
state board examinations are not deductible. 


Charitable contributions or gifts are deductible for 
income tax purposes, as are also contributions to organiza- 
tions organized and operated exclusively for religious, 
educational, scientific, or literary purposes, no part of the 
earnings of which inure to the benefit of any individual. 
Contributions for educational purposes would include 
those made to nonprofit schools and scientific and educa- 
tional organizations such as the osteopathic colleges and 
the American Osteopathic Association. 


A taxpayer may deduct for charitable contributions 
as much as 15 per cent of his total income (minus business 
expenses), but the 15 per cent is not applicable if the tax- 
payer elects to take the standard deduction. 


Uncollectible bills rendered by professional men are 
not deductible as bad debts unless the amount of said bills 
has been included in the report of the taxpayer. 


Medical expenses to the extent they exceed 5 per cent 
of the taxpayer’s total income (minus business expenses) 
may be deducted, provided that the deduction does not 
exceed $1,250 if the taxpayer has no dependents (includ- 
ing his wife), or $2,500 if he has a dependent (including 
is wife). In other words, if there is only one surtax 
exemption, the limit is $1,250; if there is more than one 
surtax exemption, it is $2,500. 


State income taxes, personal property taxes, real 
estate taxes (except those for local benefits enhancing the 
value of property taxed), state or local retail sales taxes 
if directly imposed upon the consumer or stated 
separately by the retailer to the consumer are deductible. 
Federal excise or stamp taxes are not deductible unless 
attributable to taxpayers’ business activities in which 
case they are deductible but only as business expenses. 
Federal social security taxes paid by the employer may 
be deducted, but the employee may not deduct such 
taxes withheld by the employer from wages of the em- 
ployee. Federal income taxes, estate, inheritance, legacy, 
succession or gift taxes are not deductible. 


All employees of physicians should have filed a new 
Employees Withholding Certificate Form W-4 (Rev.) 
with the physicians by December 1. Employees who have 
not done so should be requested by the physician to file 
the certificate. The information contained in these certifi- 
cates enables the physician to determine the correct 
amount of tax to be withheld from the employee’s salary 
during 1945. Payments exempt from withholding include 
payments for domestic service in a private home. A phy- 
sician who has his office in his residence may employ 
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someone to spend 6 hours a day cleaning the residential 
quarters and two hours a day working in the office. None 
of the wages would be subject to withholding since more 
than one-half of the employee’s time is spent in the ex- 
empt occupation of a domestic. 

On or before January 31, each physician is required 
to give each employee a withholding receipt in duplicate 
on Form W-2 (Rev.), arid file Form W-3 Reconciliation 
of Quarterly Terms, together with copies of all with- 
holding receipts furnished employees on Form W-2 or 
Form W-2 (Rev.) for the account of the year of 1944. 


On or before March 15, 1945, every person whose 
gross income can reasonably be expected to exceed $5,000 
plus $500 with respect to each surtax exemption (except 
his own), is required to file a Declaration of Estimated 
Tax for the calendar year of 1945. The estimated tax is 
required to be paid in four equal installments beginning 
at the time of the filing of the Declaration; the second and 
third on June 15 and September 15 of the taxable year, 
and the fourth on January 15 of the succeeding taxable 
year. 

C. D. Sworr, D.O. 


COMMITTEE ON SPECIAL MEMBERSHIP EFFORT 


STEPHEN B. GIBBS, D.O. 
Chairman 
Coral Gables, Florida 


MEMBERSHIP REPORT AS OF NOVEMBER 1, 1944 
Membership count October 1, 7,211 
Applications received in October, 1944.00... 47 
Members restored to 

103 
Less: Deaths and 
Net gain in 81 
Total membership count November 1, 1944.00.00... 7,294 


HONOR ROLL 


Dr. Ivan P. Lamb 

Dr. Dorothy Marsh 
Dr. R. D. McCullough 
Dr. Robert E. Morgan 
Dr. Arthur Pike 

Dr. C. A. Povlovich 


Dr. R. P. Bates 

Dr. H. E. Donovan 
Dr. J. H. Goldner 

Mr. Lawrence D. Jones 
Dr. G. E. Lahrson 


RE-REGISTRATION OF OSTEOPATHIC LICENSES 


The following states require re-registration of osteo- 
pathic licenses on January 1, 1944, with payment of fees 
shown: 

Arizona—$12.00. Address the Secretary, C. E. Towne, 
916 Valley Bank Blidg., Tucson. 

California—-$5.00. Nonresidents, $2.00. Address Board 
of Osteopathic Examiners, Forum Bldg., Sacramento. 

Connecticut—$2.00. Address the Secretary, C. Ray- 
mond Watts, 15 N. Quaker Lane, West Hartford. 

Florida—-$5.00. Address the Secretary-Treasurer, Rich- 
ard S. Berry, 15th St. and Fourth Ave. N., St. Petersburg. 

Minnesota—$2.00. Address the 
Miller, 601 Dayton Ave., St. Paul. 

New York—$2.00. Address Mr. Horace L. Field, Direc- 
tor, Division of Professional Education, State Educational 
Bidg., Albany. 

Pennsylvania—$3.00. Address the Secretary, Miss Ann 
L. Hoffman, Bureau of Professional Licensing, Harrisburg. 


Texas—$2.00. Address the Secretary, T. J. Crowe, M.D., 
918 Texas Bank Bldg., Dallas. 


Secretary, George F. 
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DISEASES OF THE THYROID GLAND 
Howard E. Lamb 
(Continued from page 198) 

of thiouracil. A period of from one to two weeks 
intervenes before the effects of the drug occur. The 
preliminary studies indicate that thiourea and thiouracil 
may be useful in the control of hyperthy roidism ; how- 
ever, a true evaluation of the merits and dangers of 
such therapy will require the observation of a large 
number of cases over a prolonged period of time. 

Roentgen ray treatment of hyperthyroidism has 
been discussed on numerous occasions by many differ- 
ent men. The treatment has failed to gain popularity 
with the profession for a variety of reasons. Recently 
Soley and Stone reported on the treatment of forty- 
three patients with unquestionable hyperthyroidism 
treated during a five year period between 1935 and 
1940. “Twenty-five patients or 58.1 per cent of a 
series may be called cured. By cured is meant that 
they were clinically free of signs or symptoms of 
hyperthyroidism except for residual exophthalmos. 
Eight patients or 18.6 per cent were markedly im- 
proved, and perhaps would have been called cured by 
many workers. Three of the patients were inade- 
quately followed. The results of roentgen ray treat- 
ment would appear more impressive if one eliminated 
one patient who was treated in preparation for oper- 
ation. Two patients to whom the writer gave roentgen 
therapy in the hope of relieving their hyperthyroidism 
before they died of congestive heart failure and three 
patients who were inadequately followed. Of the re- 
maining 37 patients, 25 or 67.6 per cent were cured, 
8 or 21.6 per cent were markedly improved, and in 
4+ or 10.8 per cent the treatment failed. Thus 33 pa- 


tients or 89.2 were either completely relieved of hyper- 
thyroidism or were markedly improved.” 


BIBLIOGRAPHY ON SOCIALIZED MEDICINE 


Journal A.O.A. 
December, 1444 

Paul Lloyd, D.O., of Philadelphia reports satis- 
factory results from x-ray therapy of hyperthyroidism ; 
however, his method of applying x-ray therapy is 
entirely different from that of the majority of men who 
report on this type of therapy. It is Lloyd’s opinion 
that therapy should be directed at the cervical sym- 
pathetics rather than to the gland itself. In the light 
of our present knowledge of pathology of the thyro) 
gland this approach would seem far more intelligen 
since undoubtedly x-ray therapy does have a definiic 
effect upon the sympathetic nervous system. It 
entirely possible that an interruption of abnormal i: 
pulses over the sympathetic nervous system to t! 
thyroid gland should have a beneficial effect upon t 
activity of the thyroid. 

So far as-I am able to learn there are not availal) 
Statistics on osteopathic therapy in the treatment ©’ 
hyperthyroidism. Probably one of the most shamei 
crimes of omission in the osteopathic profession is t! 
lack of adequate case histories, and the statistics whic |) 
could be compiled from these case records in the trea 
ment of any given disease by osteopathic method-. 
By word of mouth I have heard many osteopatl 
physicians say that they had successfully treated 1! 
goiter of adolescence and cases of hyperthyroidism 
osteopathic methods alone. I have no reason to dou!) 
the statements of these gentlemen as I am sure tha 
intelligently applied manipulative therapy has a bene':- 
cial effect upon the sympathetic nervous system ai 
undoubtely in numerous instances materially affecis 
the course of the disease. In my limited experience in 
treating the disease by manipulative therapy I am of 
the opinion that manipulative osteopathic therapy in 
the treatment in the goiter of adolescence hastens the 
recovery of those patients materially. 


1560 Humboldt St. 


From time to time requests are made to the Association 
as to where the most pertinent literature on socialized medi- 
cine can be found. The folloing bibliography is intended to 
call attention to the more significant and authoritative ma- 
terial out of literally hundreds of books and articles presenting 
every facet of the subject. 

The Association regrets that it has not the facilities to 
provide either the books or articles herein referred to for the 
members of the profession. Members of the Association, 
however, may make use of the facilities of the library at Cen- 
tral office. 

Sooner or later every divisional society official, indeed 
every member of the profession, will, perforce, fami‘iarize 
himself with the projected programs for the distribution of 
medical care. For the good of the public which osteopathy 
serves a present-day study by every D.O. of the problems 
involved is most emphatically indicated. 


BIBLIOGRAPHY 
(Prepared by Katherine Becker, B.A.) 
Books 

1. The patient’s dilemma, the quest of medical security 
in America, by Hugh Cabot. Reynal & Hitchcock, Inc., 386 
4th Ave., New York 16, 1940. 

2. Economic problems of medicine, by A. C. Christie. 
The Macmillan Company, 60 5th Ave., New York 11, 1935. 

3. Medical care of the American people, final report of 
The Committee on the Costs of Medical Care. University 
of Chicago Press, 58th St. and Ellis Ave., Chicago, 1932. 

4. America organizes medicine, by Michael M. Davis. 
Harper & Brothers, Publishers, 49 E. 33rd St., New York, 
1941. 


SOCIALIZED MEDICINE 


Articles and Pamphlets 
Osteopathic Viewpoint 


1. Transactions of the Emergency Meeting arranged by 
the American Osteopathic Association for divisional society 
officers in Chicago, February, 1944. 

2. Our attitude toward state medicine, by Albert \\. 
Bailey, Journat A.O.A. 43:200, December, 1943. 

3. Report of Dr. Bailey to the House of Delegates, 
Afternoon Session, July 15, 1944. (Copies of this report 
have been sent to the president, secretary and legislative chair- 
man of each divisional society of the A.O.A.) 

4. State medicine; the doctor’s responsibility, by Dr. Ray 
G. Hulburt. Journar A.O.A. 43:205, December, 1943. 

5. Socialized medicine; attitudes of organized doctors, 
by Dr. Ray G. Hulburt. Journat A.O.A. 43 :367, April, 1944. 

6. Socialized medicine; the doctor’s responsibility, by 
Dr. Ray G. Hulburt. Forum or Osteopatuy, p. 80, June, 
1944. 

7. Unified national social insurance policy, by Dr. Rk. C. 
McCaughan. Journat A.O.A. 43:213, December, 1943. 

8. The annual reports of Dr. R. C. McCaughan to the 
House of Delegates appearing in the September issue of HE 
Journat A.O.A. each year. Special attention is called to the 
report for 1933-34. Journat A.O.A. 34:35-39, September, 
1934. 


U. S. Government Publications 


1. S. 1161—78th Congress, Ist Session—in the Senate of 
the United States (The Wagner-Murray bill as introdiced 
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to the Senate on June 3, 1943). Write your congressman for 
a copy. 

2. Security, work, and relief policies, 1942. Report of 
the Committee on Long-Range Planning and Relief Policies 
to National Resources Planning Board. U. S. Govt. Printing 
Office, Washington, 1942. 

3. National Resources development report for 1943. Na- 
tional Resources Planning Board, U. S. Govt. Printing Office, 
Washington, 1943. 

A.M.A. Publications 

1. Organized payment for medical services. Bureau of 
Medical Economics, American Medical Association, Chicago, 
1939.* 

2. Platform of the American Medical Association, 
Journal of the American Medical Association 114:2020, May 
18, 1940.* 


3. Should American medicine be socialized? by Wilburt 
C. Davisor, M.D. Journal of the American Medical Associa- 
tion 122:1067-1070, August 14, 1943.* 

4. The planning of medical services for present needs 
and future requirements, by James E. Paullin, M.D. Journal. 
of the American Medical Association 122:411, June 12, 1943.* 

British Empire 

1. Postwar medicine in the British Commonwealth, from 
an address by Winston Churchill. Medical Care 4:142-159, 
May, 1944.7 

(Great Britain) 

2. Social insurance and allied services, report by Sir 
William Beveridge. The Macmillan Company, 60 5th Ave., 
New York 11, 1942. 


3. A national health service (White paper) presented 
by the Minister of Health and the Secretary of State for 
Scotland to Parliament by command of His Majesty, Feb- 
tuary, 1944. The Macmillan Company, 60 5th Ave. New 
York 11, 1944. 


4. Health futures in Great Britain. Medical Care 2:157- 
161, April, 1942. 
(Canada) 
5. Health on the march, a pamphlet on National health 
insurance planning for Canada issued by the Canadian Feder- 
ation of Agriculture, Toronto, January, 1943. 


6. Canada’s national health bill, by Michael M. Davis. 

Medical Care 3:127-144, May, 1943.7 
(New Zealand) 

7. New Zealand medicine; what medical practice is like 
under the social security scheme, by Albert D. G. Blanc. 
Medical Care 3:117-126, May, 1943.7 

General 

1. Medical care for a hundred million people; a summary 
of the Wagner-Murray-Dingell bill (S 1161 HR 2861). Medi- 
cal Care 3:239-254, August, 1943+ 

2. A medical administrator looks at the future of medi- 
cine, by Anthony J. J. Rourke, M.D. The Bulletin of the San 
Francisco County Medical Society, December, 1943; also Cali- 
fornia and Western Medicine 59:308-316, December, 1943— 
address, Rm. 2004, 450 Sutter St., San Francisco; also Diplo- 
pd ‘16 61-74, March, 1944—address, 225 S. 15th St., Phila- 
elphia. 


3. Compulsory health insurance in the United States, an 
analysis and appraisal of the present movement, by Herbert 
D. Simpson, Northwestern University, 375 E. Chicago Ave., 
Chicago, 1943. 

_ 4. Provisional Bulletin No. 4. Inter-American Com- 
mittee on Social Security. (Contains a chart of comprehen- 
Sive social security: new legislation and plans). International 
Labour Office, 3480 University St. Montreal, Quebec, 
Canada, 1943. 

Hospitals 

_ 1. Nonprofit hospital service plans, by C. Rufus Rorem, 
Director, Commission on Hospital Service, American Hos- 
pital Association, 18 E. Division St., Chicago, January, 1940, 


5 *Published by the American Medical Association, 535 No. Dearborn 
t., Chicago. 


Published by Williams & Wilkins Co., Mt. Royal & Guilford 
Aves., Baltimore, Md. 
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Development of the Vertebral Column. Paul T. Lloyd, D.O., 
Philadelphia.—p. 65. 

*The Diagnosis and Treatment of the Herniated- Nucleus Pul- 
posus. James M. Eaton, D.O., Upper Darby, Pa.—p. 4 ; 

A Review of Research. III. Radiographic Study of Cervical 
Vertebral Motion in Twenty CoSoge Students and in Sixty Clinical 
Subjects. Frederick A. Long, D.O., Philadelphia.—p, 83. : 

Influenzal Pneumonitis: Autopsy Report of a Case. Otterbein 
Dressler, D.O., Philadelphia.—p. 106. 

*The Diagnosis and Treatment of the Herniated 
Nucleus Pulposus.—Eaton says that the diagnosis of rup- 
ture of the annulus fibrosus with posterolateral herniation of 
the nucleus pulposus and posterior protrusion of the inter- 
vertebral disc cannot be. undertaken lightly, as the clinical 


findings characteristic of this pathological condition may be 


‘found in many other disorders. 


Faulty posture, altered vertebral mechanics, true scoliosis, 
trophic disturbances of the disc from faulty nerve and blood 
supply, low-grade infectious processes, and the articular 
lesion of Still might well cause degenerative changes in the 
annulus fibrosus or the posterior longitudinal ligament, weak- 
ening the peripheral portion of the disc and causing it to be- 
come predisposed to injury. 

In disc involvements there is usually exhibited a sciatic 
scoliosis, ordinarily tilted away from the side of lesion or 
greatest pain, and the normal lumbar lordosis is generally 
diminished and may be replaced by a rounded kyphosis of 
the lumbar spine. Pelvic tilt in conjunction with the sciatic 
scoliosis is usually present, the pelvis being high on the side 
of concavity. Violent motions such as coughing, sneezing, 
vomiting, or blowing the nose will frequently exaggerate the 
pain during the height of the attack. 

The leg signs of Laségue, Goldthwait, Laguere, Patrick 
(fabere), Gaenslen, Bragard, and many others produce a ten- 
sion and strain on the lumbar arthrodials, the sacroiliac joints, 
and hip joints by muscular tension, and they may or may 
not be found positive depending upon the sensitivity of the 
patient at the time of examination. If examined in the acute 
stage, definite localization of arthrodial irritation can be de- 
termined. Tenderness is usually elicited over the fourth and 
fifth lumbar, lumbosacral, and sacroiliac arthrodials, together 
with tenderness over the iliolumbar ligaments, in the aponeu- 
rosis of the sacrospinalis and gluteus maximus muscles, and 
in whole orein part over the distribution of the sciatic nerve. 

A simple test that will aid in demonstrating the root 
pain by causing increased tension on the irritated dura which 
will in turn cause painful radiation over the fibers affected, 
may be performed by compressing the jugular veins digitally 
or by means of a sphygmomanometer cuff wrapped around 
the neck and a pressure of forty to sixty millimeters of 
mercury applied for one to two minutes. The jugular com- 
pression test (Viets, Naffziger, Jones) will be found positive 
in the great majority of these cases. It causes increased pain 
at the focal point of low-back involvement, or pain radiating 
over the distribution of the involved sciatic nerve, either on 
compression or on the sudden release of pressure. 

Eaton recommends air myelography which, he says, has 
proved highly satisfactory in his hands. Ordinarily 35 to 40 
cc. of air is injected while the patient is in the Trendelenberg 
position. Following the x-ray study the patient is kept in that 
position for eight hours, then allowed to be flat without a 
pillow for eight hours, and following this gradually allowed 
to sit up in bed. To control headache and dizziness, inhala- 
tions of oxygen are given routinely for two minutes every ten 
minutes for the first hour, and every fifteen minutes during 
the second hour. Further oxygen inhalation is given on the 
appearance of nausea and headache. 

If the findings are inconclusive and localization of the 
lesion is indefinite with air myelography, oil myelography 
may be carried out. 

Failure to demonstrate space encroaching lesions of the 
cauda equina by myelography does not necessarily mean that 
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one is not dealing with a retropulsed disc, for ‘the patient may 
be suffering from a transitory or intermittent disc protrusion 
—the phenomenon of “concealed” disc. In such cases, if con- 
servative treatment has failed after a period of several months, 
myelography should be repeated, particularly at the height of 
the attack. 


In those cases in which it is demonstrated that the con- 
dition is retropulsion of one or more lumbar intervertebral 
discs or evidence of thickening of the ligamentum flavum, 
exposure of the spinal canal by partial or complete laminec- 
tomy or by means of an osteoligamentous flap is indicated. 
At surgery the protruding portion of the disc is removed, the 
nucleus pulposus thoroughly curetted, and necrotic material 
removed. If there is low-back instability, it may be advisable 
to do a spinal fusion. If a bone graft has been employed, the 
patient must be kept immobilized (six weeks rest in bed) 
until osteogenesis has taken place. {Those not having fusion 
are permitted to sit on the edge of the bed eight hours after 
surgery and the following day are gotten out of bed with 
assistance and allowed to stand for a few moments. On the 
second day postoperative, they are allowed to walk. 


Eaton stresses the importance of muscle rehabilitation fol- 
lowing surgery. Patients should be instructed in light calis- 
thenics of flexion, extension, side-bending and torsion maneu- 
vers which should be taken regularly several times daily. 


Eaton concludes that to properly evaluate and manage a 
patient suffering from space-encroaching lesions of the 
cauda equina, it is obvious that there must be close coopera- 
tion between the orthopedic surgeon, the neurologist, and 
the radiologist to obtain the best diagnostic information, as 


well as the best therapeutic results. 
R. E. D. 


Current Medical Literature 


GRAMICIDIN S IN INFECTIONS 


G. F. Gause and M. G. Brazhnikova, writing in lar 
Medicine, September, 1944, announce that they have isolated 
a substance, gramicidin S (Soviet gramicidin) from a strain 
(Gause-Brazhnikova) of aerobic sporulating bacilli from soil. 
Gramicidin S differs from tyrothricin, gramicidin of Dubos, 
and tirocidine hydrochloride by its easy solubility in chloro- 
form. 


Gramicidin S is similar to tyrothricin in many respects, 
but direct comparison shows it to be about four times as 
effective in killing staphylococci. Gramicidin S is.more uni- 
form in its action on various genera of pyogenic cocci than 
tyrothricin which combines a~ weak action on staphylococci 
with strong action on streptococci and pneumococci. 


Because septic wounds containing staphylococci cause 
the most trouble, the advantage of gramicidin S for surgical 
practice is obvious. Ten micrograms of the substance per 
cubic centimeter of the medium is sufficient to kill Clostridium 
welchii and Clostridium histolyticum. The toxicity of grami- 
cidin S is equal to that of tyrothricin. In prophylactic treat- 
ment of experimental infections, animals treated with grami- 
cidin S showed a mortality of 5 per cent, whereas controls 
showed 53 per cent. 


Clinical application was studied in 573 cases. These cases 
were divided into four groups. The first group included 
cases of septic gunshot wounds of the hip; suppurations 
following heavy burns of the abdomen, breast, hips, and 
hands ; abscesses of the abdominal wall; anaerobic phlegmons ; 
etc. The application of gramicidin S led to (1) rapid dis- 
appearance of the bacteria and successful epithelization, (2) 
successful preparation of the wound for subsequent surgical 
treatment, or (3) disappearance of the septic process. The 
second group included cases of septic gunshot wounds of the 
larynx and chronic otitis in which gramicidin S dramatically 
arrested the suppuration ahd improved the general state of 
the patient. Group three consisted of cases of empyema. Two 
or three aspirations of pus followed by introduction of an 
aqueous solution of gramicidin S was usually sufficient to 
eliminate the infectious process. The fourth group in- 


Journal A.O.A. 
December, 1944 


cluded cases of osteomyelitis. The heavy suppurations of 
gunshot fractures were quickly arrested by local applica- 
tions. In chronic osteomyelitis the application of gramicidin 
S after sequestrectomy immediately stopped spread of sup- 


puration. 
Katuertne Becker, B.A. 


THYROTOXICOSIS 


In a panoramic view of thyrotoxicosis in the Journal 0; 
the American Medical Association, August 5, 1944, Reginald 
Fitz, M.D., says that in 1923 he became interested in thy 
periodic health examination. He believes that this method 
should be regarded by the man in general practice as a too! 
for clinical examination. It affords every doctor the oppor 
tunity of observing patients systematically over a long period 
of time and thus enable him to add to medical knowledge. 
To explore the idea he assembled a group of patients (33) 
with toxic goiter and studied them by this method. 


Certain definite and clearcut impressions have resulted 
which serve to reemphasize the peculiar clinical course of this 
strange pathologic entity of unknown origin. Whatever its 
origin it is likely to be a serious affliction which may occu 
at any age in either sex. It is more frequent in females 
Tall or short, fat or thin, old or young, individuals may de- 
velop the disease, so that to speak of “Graves’ constitution” 
is not very reasonable. 


Early clinical recognition is difficult. The first reaction 
is stimulation and the patient may feel unusually well. Only 
after thyrotoxicosis has existed for some time or where it is 
unusually acute does the patient feel ill enough to seek medi- 
cal advice. By then the diagnosis is usually easy. 


The literature on therapy of toxic goiter has a cyclic 
character. When the condition first became recognized the 
thyroid gland was considered chiefly at fault and efforts wer 
made to control its hyperactivity mechanically. As investi- 
gators became convinced that the thyroid hyperactivity was 
but a link in the disease, this knowledge was reflected in the 
therapy. Between 1919 and 1921 half the cases at the Massa- 
chusetts General Hospital were treated by nonsurgical meth- 
ods. Between 1932 and 1935 almost every case was treated 
surgically. In 1942 half surgical and half nonsurgical meas- 
ures were employed. The recent discovery of thiouracil as a 
depressant of thyroid function will undoubtedly further efforts 
at nonsurgical treatment. 


Operative treatment is surprisingly successful when don 
by experts. It is time saving and without great risk. So 
far it is the most satisfactory form of therapy developed 
However, postoperative hyperthyroidism and subsequent re- 
currence are so frequently encountered as to be a definite 
hazard. Both are serious. Modern methods of treatment 
and closer cooperation between surgeon and pathologist ma) 
help avoid them in the future. The ultimate result of surgery 
is uncertain. Two completed case reports showed evidence o! 
atrophy and not of regeneration. 


According to the writer the patient with thyrotoxicosis 
must be reexamined periodically as long as he lives because 
of the wavelike character and chronicity of the disease. 
Operative treatment interrupts a vicious cycle through its 
attack on thyroid hyperactivity, but does not reach the fun- 
damental cause of the disorder and is therefore not curativ: 

KaTtHerine Becker, B.A 


PSYCHOSOMATIC MEDICINE 


In The Journal of the American Medical Association, 
October 14, 1944, the medical treatment of psychosomatic 
disturbances, with special reference to the gastrointestinal 
tract and fatigue, is discussed by Sidney A. Portis, M.D., 
who states that while physicians in the past have given “lip 
service” to the emotional status of the patient, little insight 
has been developed into the effects of emotional factors 02 
bodily processes. The patient has often been told to “zo 
home and quit worrying about yourself.” Physicians should 
realize that a majority of ambulatory patients and even of 
bedfast patients may have altered functions that result from 
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emotional disturbances. Physicians should develop tolerance 
and sympathy for such patients. Their troubles should be 
heard with an open mind. They should be allowed to talk— 
catharsis or release by expression. History must be recorded 
painstakingly. The physician must gain the confidence of the 
patient. 


A thorough clinical and laboratory investigation should 
always precede the evaluation of the emotional status. When 
the established methods of investigation have failed to yield 
a satisfactory explanation, the physician's own assurance 
will be apparent to the patient and his analysis of the mech- 
anism will carry more weight. Once the physician is con- 
vinced of the rationale of the approach, there must be no 
retreat or the patient will have conquered the physician. 


Physicians now recognize that a large percentage of 
gastrointestinal complaints are due to disturbed function hav- 
ing its origin for the most part in the emotional system. That 
the digestive tract should be a seat of altered emotional 
response is explained anatomically on the basis of its abund- 
ant afferent and efferent nerve supply. Furthermore, no 
other vital function plays such an important part in the 
emotional life of the individual from early life as does eating. 


Gastritis, duodenitis, duodenal ulcer, duodenal stasis, “sta- 
sis cholecystitis,” and disturbances of the small intestine are 
conditions seen in emotionally disturbed patients. Some of 
the vitamin imbalances, the iron deficiency anemias, and dis- 
turbed protein and electrolyte balance may be due to the 
too rapid emptying of the small intestine. Hypothetically 
many of the deficiency diseases have their origin in this 
mechanism. 


Four basic considerations confront the physician in the 
medical treatment of these patients: (1) A dietary regimen 
should be constructed to take into consideration the irritabil- 
ity of the digestive mucosa, the prevention of reflex phe- 
nomena due to stimulation from foods, the adequate vitamin 
and mineral contents, and rapid return of body metabolism 
to near normal. (2) If altered emotional stimuli result 
from cortical influence on the midbrain, medication should 
be directed to eradication or removal of this influence. (3) If 
stimulation reaching the gastrointestinal tract by the para- 
sympathetic system produces pathologic physiology, therapy 
should be directed at the site of innervation of these nerves 
to prevent these altered stimuli from producing these changes. 
(4) Most important is the philosophic concept of complete 
approach from the psychosomatic viewpoint. The treatment 
of pathologic change may be medical or surgical, but the 
fundamental etiologic approach and prevention of recurrence 
depends on a study and normalization of emotional status. 


Emotionally disturbed patients may have fatigue which 
results in altered carbohydrate metabolism. This fatigue has 
some striking and almost uniform clinical manifestations. It 
is usually present on awakening, is somewhat relieved by 
breakfast, and reappears in midafternoon. Frequently it is 
associated with headache. Pernicious inertia is characteris- 
tic. Hypoglycemic attacks of faintness, vertigo, sweating, and 
extreme weakness are often described. On the basis of lab- 
oratory data the writer feels that this fatigue is due to a 
relative hypoglycemia, by which he means that probably these 
particular individuals have “normal” blood sugar levels which 
are “hypoglycemic” for their central nervous systems. 


The diet of these patients is important therapeutically. 
The diet should be essentially high in protein, moderately 
high in fat (except in patients with gall-bladder disease), and 
relatively high in carbohydrates. Free sugar in any form is 
omitted. The patient receives three main meals, a midmorning 
feeding, one or two afternoon feedings, and a feeding before 
going to bed. Too much emphasis cannot be placed on a 
good wholesome breakfast. In addition drugs are needed to 


paralyze the sympathetic nervous system to insure that emo- 
tional stimuli do not reach the pancreas. Therefore atropine 
iS given three times a day at meals and at bedtime. 


As the 


CURRENT MEDICAL LITERATURE 


213 


fatigue improves, the dose of atropine is gradually reduced. 
This treatment has given good clinical results. It has en- 
abled these patients to live more nearly normal lives, im- 
proved their emotional status, permitted the return of zest 
and enthusiasm, and increased efficiency. 


According to the writer the psychosomatic approach to 
disease is no easy road to clinical success. The physician 
will discover that it requires much study and long practice 
to acquire competence in the technic. 

Katuertne Becker, B.A. 


TREATMENT OF ANTERIOR POLIOMYELITIS IN THE 
ACUTE STAGE 

Since 1922 all patients with infantile paralysis cared for 
in the Department of Contagious Diseases, City Hospital, 
Cleveland, by John A. Toomey, M.D., and his staff have 
been treated by the Toomey-Feiss method. This method 
includes early active treatment, manipulation, massage, heat- 
ing by infra-red rays, warm baths, and other physical therapy. 
In addition, no casts or fixed splints have been used, although 
the patients have been kept in neutral positions by the use 
of sandbags and other devices. A respirator is used if the 
intercostal and diaphragmatic muscles are involved. 


In the American Journal of Diseases of Children, May, 
1944, Dr. Toomey and Paul M. Kohn, present a report on 
the results of the method in 226 patients treated during 1941 
and 1942. 


The objective of the Toomey-Feiss method is to keep 
the muscles in good condition until the nerves have regained 
their function. This is best done by keeping the involved 
areas well vascularized. The most important factor is the 
institution of physical therapy at the proper time and _ per- 
sistence in the use of this treatment. Patients are kept in 
the hospital at least a year. Early treatment combined 
with physical therapy will give extraordinary laxness of 
movement, but it is careful re-education of muscles that 
brings worth-while results. 


A classification of patients is given which divides patients 
into five groups. Patients in groups one to four usually re- 
cover within the isolation period of twenty-one days and are 
discharged from the hospital as completely cured. Patients 
in the fifth group, who, in addition to signs of meningeal 
irritation, have paralysis or paresis, are those who require 
good physical therapy and a portion of them will later need 
orthopedic care. 


What concerns the physician and the patient most is 
muscular paralysis. Therefore, actual beneficial effects of 
therapy must be demonstrated. Accordingly the writers 
have evolved a system for evaluation of the degree of in- 
volvement of muscles and extremities. The system consists 
of five “statuses.” Progress from one status to another or 
progress within a status is the method of gauging success 
of treatment. The system is unique in that it not only indi- 
cates the condition of the patient as a whole, but takes into 
account minor improvements of individual muscles or muscle 
groups. 


Good results, the writers say, depend on the length of 
time the patient is under complete control of the therapist; 
the length of time weak muscles can be kept from being 
used contrary to and against gravity; the age, intelligence 
and will to get well of the patient. ' 


Results of treatment of the 1941-42 group of cases are 
presented and the writers conclude that they are as good as 
any previously reported. 


“It is felt that the secret of successful treatment is to 
keep the involved muscles in good condition by maintaining 
the vascular supply, with the aid of physical therapy, and 
to follow a program of re-education of the muscles until 
such time as they can be used normally.” 


Katuertne Becker, B.A. 
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Book Notices 


INTER-RELATION OF ABDOMINAL DISEASES. By Elemér 
Forrai, M.D., London, .C.P. (Edin.), formerly University, Assist- 
ant attached to the Medical Chair of the Royal Hungarian University, 
Budapest. Formerly Assistant of the Pathological and Pathological 
Histological Institute of the Royal Hungarian University, Budapest. 
Cloth. Pp. 168. Price $3.25. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16. 

This work is an analysis of 300 selected cases of 
chronic gall-bladder disease presenting also some other 
symptoms related to dysfunction of the hepatobiliary or 
the gastrointestinal system or both, studied and recorded 
by the author during many years, including studies of 
several families for many generations. The statistical 
analysis is supplemented by a review of the literature and 
an attempt to correlate and explain the findings. 


The statistical analysis shows the prevalence of dis- 
ease of two or more organs of the following group, par- 
ticularly in members of the same family: liver, bile ducts, 
gall-bladder, stomach, appendix, cecum, ascending colon. 
Although history of disease of a single organ, generally 
gall-bladder, may be ascertained in one or two genera- 
tions, subsequent generations show involvement of two 
or more organs. The pattern of involvement in members 
of a family varies both as to the organs where symptoms 
predominate and as to the order of appearance of disease 
in these organs. 

Disease of the liver occurred more generally than 
disease in any other single organ in this group. The 
significance of the liver was emphasized by the develop- 
ment of disease in this system in predisposed families 
when the liver was taxed by some other disease as influ- 
enza, thyroid disease, allergic disease, diabetes, or by 
physiologic strain such as pregnancy. In this series of 
cases every one who suffered disease both of hepato- 
biliary-gastrointestinal system and of thyroid, sooner or 
later suffered allergic manifestations. Although from his 
records it was impossible to designate as cause a single 
organ in this system or some other organ, all symptoms 
appeared to revolve about the liver as the center of inter- 
secting vicious cycles. 

Forrai concludes from his own observations and a 
review of the literature that: (1) Gastroentero-hepato- 
cholecystitis chronica familiaris is a clinical entity charac- 
terized by exacerbations and remissions of symptoms 
referable to one or more members of this system at a 
time, to two or more during a life span, by occurrence 
in many members of the same family in successive gen- 
erations. Recognition of this clinical entity when symp- 
toms referable to one organ appear should help in 
prognosis and_ treatment. (2) Gastroentero-hepatochole- 
cystitis chronica familiaris may begin as a disease of any 
one organ but because of the embryologic development 
and the intimate relations of blood, lymph and nerve 
supplies of these organs, the system as a whole is rapidly 
involved. Organic pathology develops where there is dis- 
turbed function. (3) The liver becomes the center both 

for dissemination of infection and for origin or continua- 
tion of numerous vicious visceral reflex cycles, cycles 
including organs outside this group and influencing metab- 
olism in general. 

This book, being a record of case histories, of symp- 
toms, is an aid to diagnosis and to prognosis, not to 
treatment. The description of the mechanisms of dis- 
turbed physiology are rather sketchy, too incomplete to 
be of value in guiding a physiologic approach to the 
treatment of this clinical entity once recognized. 


The clinician, reading this book, naturally asks “Must 
the prognosis be so hopeless? Is there no way in which 
the system can be protected from extensive involvement, 
once one organ becomes diseased?” No hopeful, helpful 
clue to the answer is given. Early surgical removal of 
a diseased organ has not solved the problem. Can osteo- 
pathic manipulative therapy break into the reflex cycles 
in the functional stage and limit the disease? 


Hannan W. Battey, D.O. 
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PLASTER-OF-PARIS TECHNIC. By Edwin O._ Geckeler, 
M.D., Associate Professor of Orthopedic Surgery, and Chief of the 
Fracture Service, Hahnemann Medical Copege and Hospital, Phila- 
delphia; Fellow of the American College of rgeons, Fellow of the 
American Academy of Orthopedic Surgeons, Fellow of the American 
Association for the Surgery of Trauma, Diplomate of the American 
Board of Orthopedic Surgery. Cloth. Pp. 220, with illustrations. 
Price $3.00. The Williams & Wilkins Co., Mt. Royal and Guilford 
Aves., Baltimore, 1944. 


The use of plaster of Paris is so common that it is likely 
to be assumed that there is no particular science or art re- 
lated to its application. This is the type of book which will 
dissipate such error and prove useful in the hands of phy- 
sician or student. The book does not go into orthopedic 
technic or the reduction of fractures—confining itself to the 
application of plaster of Paris. The chapter headings are: 
I. Forms of Plaster of Paris Used in Surgery; II. General 
Technic (Bandage Method); III. Application of Plaster of 
Paris (Bandage Method); IV. Errors and Difficulties; V. 
Technic of Pattern Plaster; VI. Spine; VII. Shoulder and 
Upper Limb; VIII. Pelvis and Lower Limb; IX. Plaster of 
Paris in War Surgery; X. Plaster in War Surgery—Comn- 
pound Fractures and Osteomyelitis; XI. Plaster for Injury 
and Inflammation of Soft Tissues. The Use of Plaster of 


Paris for Burns; XII. Follow-up Care. 
(Continued on ad p. 44) 


Communications 


Dr. C. N. Clark, Business Manager 
Journal of American Osteopathic Association 
Dear Mr. Clark: 

Thank you for your order of September 12, given 
to our Treasury Representative, Mr. Van Rohl. 

Your continued magnificent cooperation, particularly 
in this crucial war financing period, is deeply appre- 
ciated. As you know, every influence must be extended 
at this time to overcome the resistance developed on thie 
part of those who feel that the war expenditures are no 
longer necessary, when the reality is that expenditures 
are at their peak. 

In aiding your Nation’s war financing campaign, you 
are doing even more. Your contribution is a valuable 
weapon in the battle for a better and more secure Amer- 
ica. Thank you again for your valuable assistance. 


(Signed) E. Harris 
Chief, Periodicals Section 


State Boards 


Arizona 
Examinations January 3. Applications for examination or reci- 
procity must be on file two weeks prior to date of meeting. Address 
Carleton E. Towne, secretary, State Board of Osteopathic Examiners, 
916 Valley Bank Bldg., Tucson. 
Colorado 
Professional examinations January 3-5. Applications must be 
on file December 16. Address C. Robert Starks, 1459 Ogden 5St., 
Denver 3. 


Illinois : 
Examinations January 2-4. Address the osteopathic examiner, 
Oliver Foreman, 58 E. Washington St., Chicago. 
Indiana 
Examinations January 3-5. Address C. B. Blakeslee, 1000 Kahn 
Bldg., Indianapolis. 
Iowa 
Basic science examinations January 9. Applications received until 
examination date. Address Ben H. Peterson, secretary, Board of 
Basic Science Examiners, Cedar Rapids. 
Michigan 
Basic science examinations January 12, 13 at Detroit and Ann 
Arbor. Applications must be on file January 1. Address Eloise 
LeBeau, secretary, State Board of Examiners in the Basic Sciences, 
101 N. Walnut St., Lansing 4. 
Minnesota 
Basic science examinations January 2, 3. Applications must be 
on file December 19. Address J. C. McKinley, M.D., secretary- 
treasurer, State Board of Examiners in the Basic Sciences, 126 Millard 
Hall, University of Minnesota, Minneapolis 14. 
At the meeting of the State Board of Osteopathic Examiners 
held September 22, 1944, the following resolution was adopted: 
“The service fee for making out papers for physicians who lave 
been in practice in Minnesota for one year or more and who desire 
to secure reciprocity with another state, shall be $15.00. 
“This service fee for those who have been in practice in Minne- 
sota for less than one year shall be $25.00. 
“The charge to those seeking reciprocity to Minnesota from 
another state shall be the same as that charged by the state from 
which they came, with a minimum of $50.00.” 


ff 
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Missouri 
Examinations in February. Address F. C. Hopkins, secretary, 
State Board of Osteopathic Registration and Examination, 202 
Fourth St., Hannibal. 


Nebraska 
Basic science examinations January 9, 10 at University College 
of Medicine, Omaha. Applications must be filed seven days prior 
to first day of examination. Address Bureau of Examining Boards, 
Room 1009, State Capitol Bldg., Lincoln. 
Nevada 
Applications must be filed by January 
1 Address George A. Johnson, secretary, Board of Osteopathic 
Examiners, 139 No. Virginia St., Reno. 
New York 
Examinations January 22-25. Applications should be on file 
fifteen days prior to examination. Address Mr. Horace L. Field, 
director, Division of Professional Education, State Education Bldg., 
Albany. 


Examinations January 9. 
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Oregon 
Examinations in January. Address Lorienne M. Conlee, executive 
secretary, State Board of Medical Examiners, 608 Failing Bldg., 
Portland. 
Rhode Island 
Examinations January 4, 5. Address W. B. Shepard, secretary, 
Board of Examiners in Medicine, 911 Industrial Trust Bldg., Provi- 
dence. 
Texas 
Examinations December 19-21 at the Southwestern Medical 
School, Dallas. Address T. J. Crowe, M.D., secretary, State Board 
of Medical Examiners, 918 Texas Bank Bldg., Dallas 2. 


Washington 
Basic science examinations January 11, 12 at Seattle. 
Professional examinations January 15-17, at Seattle. In both cases 
address Mr. Thomas A. Swayze, director, Department of Licenses, 
Olympia. 


American Osteopathic Association, Forty-Ninth 
Annual Meeting, Kansas City, Mo., July 16-20, 1945. 
Program Chairman, J. S. Denslow, Kirksville, Mo. 


American College of Osteopathic Internists, Del Prado Hotel, Chi- 
cago, July 13-15, 1945. Program Chairman, E. Congdon, 
Lapeer, Mich. 

American College of Osteopathic Surgeons, 
Mo., October 7-11, 1945. 
Kansas City, Mo. 

American Osteopathic Society of Proctology, 
10-12, 1945, 

Eastern Osteopathic Association, 
City, March 24, 25, 1945. 
Westfield, N. 

Illinois, Quincy, 

uincy. 


Connor Hotel. 
Program Chairman, H. J. McAnally, 


Okla., April 


Hotel Pennsylvania, New York 
Program Chairman, Chester D. Losee, 


Tulsa, 


ay, 1945. Program Chairman, Roe H. Downing, 


CALIFORNIA 
Kern County 

At the October meeting in Oildale the guest speaker was W. C. 
Buss, M.D., of the county health department. 

The new officers, who were announced in the November 
JouRNAL, were installed at the meeting on September 28. Murray 
Weaver, Ontario, reported on “Recent California Osteopathic Asso- 
ciation Happenings.” 

The committee chairmen are: Public affairs, Richard Schaub; 
publications, Robert Reitzell; public health and child welfare, Mary 
O'Meara; public and professional welfare, Edward Milum; ethics, 
| S. White; membership, Thelma Ellis and Beverly Terrill; courtesy, 
della Grimes Craner, ail of Pasadena; hospitals and clinics, Thomas 
Mallard, Covina; Bruce Sims; military affairs, Llewelyn 
eet. both of Arcadia; vocational guidance, Jack Frost, San 
abriel, 


Southside Los Angeles 


The speakers at the September meeting were Mr. Thomas Schu- 
macher, executive secretary of the state association, W. Ballentine 
Henley, president, C.O.P.S., and William F. Neugebauer, Pasadena. 


FLORIDA 
District Four 


A picnic supper for members of the society and the auxiliary 
was scheduled for September 10. 


IDAHO 
State Society 
The program for the mid-year meeting at Jerome on November 
12 as announced in advance included: “Arthritis,”” C. R. Whitten- 
berger, Caldwell; “Prostatitis,” C. F. Overturf, Pocatello; ‘Voca- 
tional Guidance,” Norla B. Scott, Coeur *"Alene; ‘Metabolic 
Pathogenesis,” F. H. Thurston, Boise; “Osteopathic Technic,” H. L 


Shade, Burley. 
ILLINOIS 
State Society 
The annual Lyceum Course—speakers and subjects—was scheduled 
as follows: First District, November at Chicago; “Neuritis; Its 
Pathology, Diagnosis, and Treatment,” W. Don Craske, Chicago; 
discussion by William J. Loos, J. H. Grant, and S. Edward Stanley, 
all of Chicago. Second District, November 2 at Rockford; “Diag- 
nosis and Treatment of Acute Carditis,” R. F. Lindberg, Chicago, 
and “Management and Treatment of Acute Respiratory Diseases,” 
Ransom L. Dinges, Orangeville. Third District, November 9 at 
“Practical Consideration of Gastrointestinal Dysfunction,” 
Martin . Beilke, Chicago. Fourth District, November 9 at Peoria; 
Management and Treatment of Sprains and Fractures,” J 


William E. 
Clouse, Chicago. Sixth District; November 4 at Springfield; “Emer- 
gencies—Burns, Fractures, Lacerations,” Ellis Siefer, Chicago. Sev- 
enth District, November 9 at La lie; “Diagnosis, Management, 


and Treatment of Acute Carditis,” R. F. Lindberg, Chicago. Eighth 

istrict, November 5 at Centralia; “Diagnosis, Management and 
Therapy of Acute Urinary Conditions,” Ellis Siefer, Chicago. 

Third District 
(See also State Society) 

,. At the meeting in Bushnell on October 19 the speaker was A. M. 
Winklepleck, M. -» medical director and superintendent of the 
Sanitorium. The subject was 


McDonough Tuberculosis 
Case Finding in Tu 


berculosis.”” 


OFFICIAL AND AFFILIATED ORGANIZATIONS 


Louisiana, New Orleans, October 26, 27, 
T. R. Gilchrist, Shreveport. 


1945. Program Chairman, 


Massachusetts, Hotel Kenmore, Boston, January 20, 21, 1945. Pro- 
gram Chairman, Raymond O. Johnson, Boston. 

North Carolina, May 1945. 

North Dakota, Grand Forks, May 1945. 

Ohio, Deshler-Wallick Hotel, Columbus, May 13, 14, 1945. Program 


Chairman, Charles R. Rausch, gan. 

Osteopathic Academy of Orthopedists, Deshler-Wallick Hotel, Colum- 
bus, March 17, 18, 1945. Program Chairman, John W. Mulford, 
Cincinnati. 

Osteopathic College of Ophthalmology and Otorhinolaryngology, 

ansas City, Mo., July 12-15, 1945. Didactic Program Chairman, 
A. C. Hardy, Kirksville, Mo.; Clinical Program Chairman, John 
Geiger, Kansas City, Mo. 

Rhode Island, April 1945, 

West Virginia, aniel Boone Hotel, 
Program Chairman, William J. 

Wyoming, Lander, June 1945, 


Charleston, 


May 20-22, 
Morrill, 


Huntington. 


1945, 


The officers elected at the meeting were: President, Kenneth B. 


Ebert, Toulon; secretary-treasurer, L. E. Hewitt, Kewanee. 
Fifth District 
A meeting was scheduled for October 15. 
Sixth District 
The speakers at the meeting on October 19 at Jacksonville 


were David E. Falknor and Charles E. Kalb, both of Sovingnets. 


; he officers elected were: President, L. K. Hallock, Jacksonville; 
vicé president, Sylvia Overton; secretary-treasurer, Mina L. Bixler; 
trustee, Dr. Falknor, all of Springfield. 
INDIANA 
First District 
A meeting was held in Indianapolis on October 18. The officers 
elected were: President, Joseph W. Kenney; vice president, Paul 
ven . Allen; secretary-treasurer, T. M. Lippincott, all of Indian- 
apolis. 
Northern (Fourth District) 
On October 18, -at South Bend, John D. Hall, Kendalville, 
talked on state legislation for the coming year. 
IOWA 
Tri-County 
A meeting was held at Pamel State Park on October 1. 
KANSAS 


State Society 
The new officers are: President, George D. Thornburg, Garnett; 
vice president, W. Mitchell, Wichita; executive secretary-treasurer, 
Robert A. Steen, Emporia (re-elected); trustee, C. M. oll, Scott 


City. 
Mid-Kansas 
The officers are: President, J. S. Jilka, Lyons; vice president, 
R. W. Burditt, Moundridge; secretary-treasurer i. B. Syler, Inman; 
trustees, A. C. Syler, Hutchinson; and C. C. Dixon, 


LOUISIANA 

State Society 
The program at the annual meeting in Shreveport, October 27, 
28 was as follows: “Accemplishments in Osteopathic Research,” 
and “Aims in Osteopathic Research,” J. S. Denslow, Kirksville, Mo. ; 


Newton. 


“Osteopathic Gynecology,” Charles Chapin, Little Rock, Ark.; 
“Developments in Cranial Technic,” ii A. Keller, Jennings; “Sub- 
deltoid Bursitis,” Charles C. Rahm, Hammond; “Round Table Dis- 
cussion of Technic,” R. H. Walton, New Orleans. 

fficers elected at the meeting are: President, Dr. Keller; 


president-elect and vice president, T. R. Gilchrist, Shreveport; sec- 
retary, V. L. Wharton, Lake Charles; treasurer, Dr. Rahm (re- 
elected). Dr. Gilchrist is program chairman. 


MAINE 
State Society 

The following program was announced in advance for the Fall 
meeting scheduled to be held in Bangor,. November 10, 11: “Diagnosis 
and Treatment of Diseases of the Foot,” Dewaine L. Gedney, Bangor; 
“Diagnosis of Rectal Diseases,” and “Rectal Treatment of Am- 
bulatory Patients,” Wallace P. Muir, Boston, Mass.; “Caudal Anal- 
sia,” and “Endocrinology in Pregnancy,” Julian L. Mines III, 
hiladelphia; Shoulder Girdle,” John MacDonald, Boston, 


Mass.; Surgical Diagnosis of Upper Abdominal Conditions,” Edward 
G. Drew, 


Shibles, 


Waterville; “‘Episiotomy and Its Repair,” Granville L. 
Westbrook; and “Manipulative Treatment in Pregnancy,” 
Gedney, Bangor. 


| | 
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MASSACHUSETTS 
State Society 
The October State Bulletin announces that J. S. Denslow, Kirks- 

ville, Mo., will headline the annual meting at Boston, January 20 and 

21, 1945. He will discuss and demonstrate osteopathic technic. M. 

Carman Pettapiece, Portland, Me., and others of the hospital group 

of Portland will present a symposium. The clinical uses of penicillin 

will be discussed by a well-known Boston authority. 

Allen _H. Fehr, Malden, has been elected secretary pro tem. as 
Harry E. Cash, Newton Center, is unable to assume his duties at 
this time. 

Boston (Suffolk County) 
Mr. Mark L. Ball, superintendent of the Hospital Cottages for 
eee ony at Baldwinville, was the guest speaker at the meeting on 

ctober 3. 

On November 7 Robert Veitch, Boston, was scheduled to speak 
on “Upper Res iratory Conditions.’ 
aricose Veins,” is the topic scheduled to be discussed by J. J. 
Cronin, Boston, at the meeting on Deoeneet 5. 
Connecticut Valle 
A meeting was held October 17 at Springfield. Laurence Osborn, 
Worcester, gave a talk on “Industrial Medicine.” 
Middlesex South 
At the first menting of the season in Cambridge Roland V. 

Marsolais, Melrose High lands, had as his topic, “Finding the Groove 

in Osteopathic Technic.” 

Nelson D. Kin , Watertown, was to speak on the subject, “The 

Infant’s First Year,” at the meeting in Cambridge on November 

Mystic Valley 
On October 19 at Reading Robert Veitch, Boston, talked on 
“Upper Respiratory Diseases.” 
Worcester District 
“The Sacroiliac Joint,” was the subject of Richard E. Martindale, 
Providence, R. I., at the meeting on October 4. 


MICHIGAN 
State Society 

The officers are: President, Philip E. Haviland, Detroit; presi- 
dent-elect, Hobart C. Moore, Bay City; vice president, Willis Yea- 
mans, Detroit; secretary-treasurer, Robert McDowell, Harbor 
Beach (re-elected) ; ones secretary, Mr. Warren G. Hooper, 
Albion; trustees, Harry P P. Stimson, and Robert K. Homan, both of 
Highland Park; and Ira C. Rumney, Ann Arbor. 

The committee chairmen are: Judiciar Dr. Veqmens; legal 
status, George B. Clarke, Detroit; internal a airs, Dr. H. G. Moore; 
Dr. Rumney; public affairs, Dr. Homan; 
statistics, renholtz, Flint; public health, Dr. Stimson. 

Saginaw Valley 

Walter V. Goodfellow, ollywood, Calif., spoke on asthma at 

the meeting in Saginaw on October 12. 


MINNESOTA 
State Auxiliary 
The officers are: President, Mrs. Wallace Kreighbaum, Minne- 
apolis; first vice president, Mrs. Leslie Keyes, Minneapolis; second 
vice president, Mrs. E, O. Goberlisch, Little Falls; secretary, Mrs. 
Phil Ssskoan Faribault; treasurer, Mrs. John Voss, Albert Lea. 
Minneapolis 
The officers are: President, George Wade, Aitkin; vice a 
Robert King; secretary, Will H. Flory; treasurer, Anna Reznikov, 
all of Minneapolis. 
MISSOURI 


State Society 

The officers are: President, Wallace M. Pearson, ishovilie ; 
president-elect, Benjamin S. Jolly, Moberly; vice president, D. 
Copeland, Joplin; second vice president, Arlowyne Orr, St. BS 
executive secretary-treasurer, Mr. Lawrence Jones, Jefferson City. 

ackson County 
meeting was scheduled for October 24 at Kansas City. John 
WwW. & mee ansas City, and Frank W. Paul, Detroit, were to speak 
on “Diagnostic Esophagoscopy.” 
MONTANA 
State Society 

The officers were reported in the October Journat. 

The committee chairmen are: Membership, F. L. Anderson, Miles 
City; peptoonsenel education, D. Griffith, Bozeman; hos itals, 
Marvin Amick, Broadus; ethics, Donald H. "Schmidt, Great Falls: 
vocational elcanee, Gordon Dutt, Great Falls; public health and edu- 
cation, William Crawbuck, Butte; industrial and institutional. serv- 
ice, O. J. im tie, Glendive ; clinics, Armond, Great Falls; 
convention arrangements, W. E. Dean, Bozeman; legislation and pub- 
licity, Asa Willard, Missoula; obstetrics, Vv. W. olf, Hardin; 
veteran’s affairs, C. G. Sundelius, Whitefish; professional develop- 
ment, Minnie R. Lee, Helena; constitution and by-laws, George M. 
McCole, Great Falls; federal-state coordinator, J. H. Strowd, Glen- 
dive; state membership, Dean M. Grewell, Billings. 


NEW.~MEXICO 
Central 
At the meeting in Albuquerque on October 18, George C. Widney, 
Sr., Albuquerque, spoke on “Penicillin,” and Lawrence C. Boatman, 
Santa Fe, on a ” Motion pictures were shown. 


NEW YORK 
State Society 

The officers were announced in the =_— JourNAL, 

The committee chairmen are: Public affairs and practice assist- 
ance, Howard B. se Buffalo; legal advisory and state and social 
medicine, Albert W. Bailey, Schenectady ; legislation, Allen S. Prescott, 
Syracuse; public relations, C. Gorham Beckwith, Hudson; profes- 
sional affairs, William S. Prescott, Syracuse; constitution and’ b -laws, 
Alvah H,. Leeds, Yonkers; ethics and censorship, M. Lawrence Elwell, 
pochestes 5 finance, Eugene J. Casey, Binghampton; membership, 
Robert E. Cole, Geneva; professional liabilit 7. Edith E. 
Dovesmith, Niagara Falls; student selection, Havnid West, Yon- 
kers; student loan fund, Edwin rter, Niagara Sess; workmen’s 
compensation, Melvin B. Hasbrouck, Albany; pone health, William 
B. West, Port Chester; clinics and hospitals, William E. Kaufmann, 
Syracuse; national affairs, defense and preparedness, Alexander Lev- 
itt, Brooklyn ; war advisor committee, token R. Pike, Albany; vet- 
eran’s affairs, Patrick H. O’Hara, Syracuse. 

Mohawk Valley 

At the meeting on September 20 the. following officers were re- 
elected: President, Floyd C. Boshart, Utica; it, Angie 
C. Hughes, Utica; secretary-treasurer, Murray E, Miller, Ro: 
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Rochester District 
A meeting Paty | scheduled for October 19 at Rochester. The 
speaker was to be Stephen Ho —_ Semen 


At the meeting in Buffalo roy ,~ 14 Mr. Fred Carver spoke 
on “The Orient.” 

Correction 

Elsie Bizzozero, Niagara Falls, is secretary, instead of Wen¢ell 
L. Bizzozero as announced in the August JouRNAL. 

OHIO 
Fifth District 

Lonnie L. Facto, Des Moines, lowa, was scheduled to speak on 
“Poliomyelitis and the Kenny Method of Treatment” at the meeting 
in Dayton on October 18. 

OKLAHOMA 
State Society 

The officers were reported in the JourNaL. 

The committee chairmen are: Professional education and progress 
fund, W. E. Pool, Lindsay; membership and exhibits, G. R. Thoma 
Oklahoma City ; hospitals, M. A. Kiesei, Hinton; vocational guidance, 
D. A. Shaffer, Ponca City; industrial and institutional service, Fred 
Larkins, Tulsa; clinics, N. E, ee Checotah; statistics, Ivan 

. Penquite, Sapulpa; legislation, W. S. Corbin Chickasha; selective 
service, P. Harris, Oklahoma Eh public health and education, 
A. G. Reed, ‘Tylens 3 programs and ethics, J. Mancil Fish, Tulsa; vet- 
eran’s affairs, C arth, Tulsa. Valley 


‘imarron 
A meeting was held in Stillwater a September 16. D. W. 
Streitenberger, Ponca City, was the main speaker. 
The officers elected were: President, M. Hitchcock, Cush- 
ing; vice president, Paul Benefield, Ponca City. 
Northwestern 
At the meeting on September 7 the following officers were 
elected; President, :s Barr, Cherokee; secretary-treasurer, George 
Franz, Enid. . Nay, Enid, is the program chairman. 


Willamette —y / 
At the meeting in Albany on A 4 David E. Reid, Lebanon 
presented a Bones on health insurance. 
hird District 
A posing was scheduled for September 7 at Allentown at 
which Frank Beidler, Reading, was to speak. The new presi- 
dent, William AL Behringer, Jr., Allentown, was to be installed. 
SOUTH DAKOTA 
State Society 
The following changes in the committee chairmen have been 
made following the resignation of C, /, Millard who has joined 
the staff of the Marietta Osteopathic Hospital and Clinic at Marietta, 
Ohio: Vocational guidance, G. R, Caldwell, Webster; rehabilita- 
tion of war injuries, J. C. Bishop, Sioux Falls; convention program, 
O. A. Jungman, Scotland. 
The Board of Directors will elect a successor to Dr. Millard 
as vice president. 
TEXAS 


State Auxiliary 
The officers are: President, Mrs. J. Francis Brown, Amarillo; 
resident-elect, Mrs, — Crawford, Dallas; first vice president, 
rs. . P. Ollom, New Brunfels; secretary-treasurer, Mrs. E. ll. 
Mann, Amarillo. 
North 
The following program was scheduled for the , meeting in 
Dallas on October 29: “Rehabilitation of War Injured,” Chester L. 
Farquharson, Houston; “Congenital Anatomical Lesions of the Lower 
Back,” Earle F. Waters, Corsicana; “Facet, Lesions of the Lower 
Back, J. Ralph Cunningham, Houston; “Nucieus Pulposus nd 
Disc Lesions and_Spondylolisthesis,” H. G. Grainger, Tyler; ‘‘Sac- 
roiliac Lesions,” James ). Choate, Houston. 
Southeast 
Ben E. Hayman, Galveston, James J. Choate, J. Ralph Cun- 
ningham, Reginald Platt, and a . Grice, all of Houston, were 
the speakers on the program at a rehabilitation conference held in 
Houston on September 2. 
WASHINGTON 
King County 
A meeting was held on Siecber 3. 
Pierce County 
The officers elected at the meeting on September 28 are: Presi- 
dent D. E. Johnson Tacoma; vice president, E. D. Mosier, Pyallup; 
secretary-treasurer, Mabel Hockom, Tacoma. 


WEST VIRGINIA 
Monongahela 
4 Whitright, Charleston, 


On October 19 at anes W. 
spoke on “Coming Legislative Pro lems.” 

A meeting was scheduled for November 30 at Clarksburg. 
W. A. Clark, est Union, was to be in charge of the program. 

Parkersburg District 

At the meeting in Parkersburg on October 12 the speaker was 
Mr. Paul Reimann, superintendent of the Marietta (Ohio) Osteopat! uc 
aoe and Clinic. His topic was “Hospital Problems.” 

he following officers were elect President, W. R. McLaugh- 
lin, Teeaaiee vice president, Joseph Bartram, Glenville; secre- 
tary-treasurer, . S. Irvin, Middlebourne. 
WISCONSIN 
Rock River 

The president and secretary were reported in the November 
Journat. A. I. Freiburghouse, Lake Mills, is vice president and 
A. R. Knox, Whitewater, is treasurer. 

The committee chairmen are: Membership, A. M. Kelciiner, 
Sullivan; ethics, L. A. Dennis, Watertown; hospitals and legislation, 
James A. Logan, Hustisford; clinics, Paul R. Koogler, Hustis ford; 
Edward Parson, Ww atertown; convention program, 0. 
Meyers, Kingston; convention arrangements and industrial and insti- 
tutional service, H. C. Plautz, Mayville; vocational guidance and 
public rlations, Paul A. Alln, Waupun; public health, M. E. Lawson, 
Ashippun. 


SPECIAL AND SPECIALTY GROUPS 
Iowa Osteopathic and Ambulant Surgery 
oun yearly clinic was scheduled to be held at Des Moines on 
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MENTAL HYGIENE IN THE CHILD- 
HEALTH CONFERENCE® 


By Martha W. MacDonald, M.D. 
Psychiatric Services Adviser, U. S. 
ildren’s Bureau 

The well-baby clinic or child-health 
conference is meant to provide health 
supervision for the infant and pre- 
school child. The quality of service 
in any individual clinic will depend, 
of course, upon several factors, but 
one of the most important ones will 
be the clinic staff’s concept of what is 
included in health supervision. This 
may vary from a mere immunization 
program to a complete advisory serv- 
ice on all phases of care, including 
nuirition and child development—not 
only physical development, but intel- 
lectual and emotional as well. 

The pediatrician appreciates phases 
of a child’s growth other than so 
many inches and pounds of bony and 
muscular structure. He knows that 
a mother and a child must make 
many compromises in behavior during 
the whole process of socializing the 
child. These compromises are most 
important for the child and involve 
much more than appears on the sur- 
face—much more than merely adjust- 
ing schedules and instituting habit 
patterns. The psychiatrist and the psy- 
chiatrically oriented internist agree 
that the intellectual and emotional 
aspects of child care and training are 
medically important and require just 
as much supervision and advisory 
service as the physical aspects. 
CHILD-GUIDANCE SERVICE OFTEN 

MISUNDERSTOOD BY BOTH LAY 

AND PROFESSIONAL PEOPLE 

It is most unfortunate that both lay 
and professional people too often 
think of child guidance as a service 
for the child who has been misguided 
and needs some type of redirection. 
It is true that the bulk of the work 
done by child-guidance clinics is de- 
voted to children who have person- 
ality or behavior difficulties, but as a 
rule these difficulties could have been 
avoided if the mother had been bet- 
ter able to understand her child— 
and herself—during the early weeks 
and months of the child’s life. 

The doctor or the nurse in a well- 
child conference should discuss with 
the mother her problems about her 
child’s care and should take advan- 
tage of the opportunity the clinic of- 
fers to study not only the baby, but 
the mother. Is the mother one who 
can be flexible in her use of a sched- 
ule, or is she a rigid, overanxious 
mother who makes a fetish of a 
schedule and expects her child to be- 
have like an automaton? Will she 
be spontaneous and natural, or will 
she be lacking in intuitive ability to 
know what her child needs? In other 


‘aper given at the 1944 annual meetings 
of State public health associations, held in 
cooperation with the American Public Health 
Association, in Iowa, Minnesota, North Da- 
kota, and Montana. 
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words, is she able to use her primitive 
instinct of mother love, or has it been 
so repressed that mothering a baby 
does not come naturally to her? A 
mother who has a neurotic attitude 
toward her baby needs all the help 
she can get in the way of reassur- 
ance and simplification of her duties 
during the first days and weeks of the 
child’s life. 
REFUSAL TO EAT MAY DEVELOP 
INTO A COMPLEX PROBLEM 

Let us take some frequent com- 
plaints by mothers, which are also 
well known to pediatricians and child 
psychiatrists; for example, refusal to 
eat. General practitioners, public- 
health nurses, nutritionists, as well as 


mothers, recognize the significance of 
health. 
These professional workers appreci- 


this in terms of physical 


ate also the psychological aspects of 
the problem insofar as the mother’s 
anxiety has produced it. But how 
much do any of these appreciate what 
refusal to eat, if stubbornly persisted 
in, tells about the child’s personality 
development, his physical condition- 
ing to food, and his future healthy 
gastrointestinal functioning? There 
are many degrees of complexity in 
this problem, many of them stem- 
ming out of the mother’s simple mis- 
understanding, others out of deep- 
seated neurotic anxieties on her part. 
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Good feedirig experience in infancy 
is a basis for emotional security and 
the mother who achieves this for her 
baby is giving him a favorable start 
toward a healthy and happy life. Of 
course, the child will need many other 
things in the way of care and train- 
ing, but from the standpoint of physi- 
ology as it relates to personality de- 
velopment and integration, good feed- 
ing experience is paramount. 
WEANING IS AN IMPORTANT EXPE- 

RIENCE IN EMOTIONAL 
ADJUSTMENT 

In helping a mother to give her 
baby a good feeding experience, the 
importance of weaning must be kept 
in mind by the members of the staff 
of the well-child conference. Do they 
realize that weaning is the first great 


frustration that all children must 
meet? And do they realize that how 
a child is helped in adjusting to this 
experience may affect his ability to 
cope with the many frustrations that 
will come during the rest of his life? 
Do they help the mother to under- 
stand that weaning should not take 
place at the same time as other frus- 
trations and changes? Do they know 
that the beginning of emotional prob- 
lems for many children can be traced 
to difficult weaning? 


Coercive toilet training is another 
type of frustration to the child, the 
significance of which may not be rec- 
ognized by either the mother or the 
busy general practitioner. A phy- 
Sician once said to me when I asked 
him what he advised mothers to do 
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regarding the toilet training of their 
infants: “It is rare that a mother 
asks me about that. If she does, I tell 
her to use her own judgment. Usually 
she talks it over with her mother or 
her friends and decides herself when 
In other 
words this doctor was saying: “It’s 
immaterial when a mother trains her 
child to be clean or how she trains 
him. It has no bearing on the child’s 
physical health and is no responsi- 
bility of mine.” Psychiatrists heart- 
ily disagree with this attitude, for 
they believe that the time and the 
way in which a child is taught to be 
responsible for cleanliness are very 
important—not only from the stand- 
point of personality development but 
from the standpoint of psychosomatic 
functioning. 


ENURESIS MAY BE A SYMPTOM OF 
EMOTIONAL STRESS 

A common complaint, disturbing 
to mothers and uncomfortable for 
children, is enuresis. This symptom 
should warn us that all may not be 
well in the emotional growing up of 
the child. Child psychiatrists in Eng- 
land believe that the high incidence of 
enuresis among evacuated children 
was a bodily reaction to loss of love, 
to separation from home and mother. 
As for temper tantrums—a child's 
natural response in early childhood 
—is the new mother who brings her 
child to the conference cautioned 
about the cause of these and about 
ways of preventing and of treating 
them? The child’s attitude toward 
other people and his technics for 
getting along with them are being 
formed during this early period. Are 
perents advised in the well-child con- 
ference how they can avoid situations 
that unnecessarily provoke a child's 
hostility, without permitting him to 
gain dominance over the entire house- 
hold? 

A CHILD WHO HAD NOT BEEN 

“SPOILED” 

Some years ago I was asked to sex 
a physician’s small son, 14 months 
of age, a sturdy, well-developed little 
chap, who was having breath-holding 
spells with loss of consciousness. In- 
quiring into the details surrounding 
the onset of these spells, I found that 
they occurred daily when he was 
placed upon the toilet and that they 
had started about 2 weeks before, 
when the mother returned from thie 
hospital with a new baby. The child 
was strapped in his little seat and 
was left alone, whereupon he would 
scream until he became unconscious 


The child’s mother, a _ graduat: 
nurse, had trained this little boy | 
be clean very early. As she said 
she had “cared for him according | 
the letter.” She “had not spoiled hi: 
by nursing him a lot, or playing wit! 
him.” He always had his bottle in 
bed. She had known that she woul’ 
soon be busy with the second baby, 


40 
in 


.A. 
1964 
and this little fellow would have to 


learn to amuse himself and be self- 
reliant. 


This well-fed but underloved baby 
had accepted premature, coercive toi- 
let training, probably because toilet 
time was the one time during the day 
when his mother stayed with him and 
talked to him. Now, with a new baby, 
she did not even have this much time 
to give him. Is it any wonder that 
he objected in this lusty fashion. In- 
terestingly enough, the father thought 
that his son had inherited his temper. 
He said: “I had a vile temper myself 
as a kid—it was the hardest lesson of 
my life to learn to control my tem- 
per.” 

Here was a father—a medical man 
—seeing temper purely on the basis 
of inheritance and not seeing the role 
that is played by human relationships 
and by frustration of the normal 
needs of infancy. Here were two 
parents who knew what babies need 
in the way of calories, vitamins, sun- 
shine, and immunization. But they 
did not know that their child needed 
a great deal more in the way of spon- 
taneous mother love—of cuddling— 
and that he needed freedom from re- 
strictions that had been imposed be- 
fore he could understand what was 
expected of him and before his neur- 
muscular mechanism was mature 
enough to control his sphincters. 
These parents did not want to be- 
lieve, either, that a 14-month-old baby 
could experience any loss when a new 
baby arrived in the family. The 
knowledge these parents lacked was 
knowledge about human _ emotion, 
about the biological and social foun- 
dations of emotion. 


Supposing both these parents were 
responsible for advising mothers on 
the care of small babies, is it not pos- 
sible that in suggesting such well- 
intended practices as were carried out 
with their own child they might ac- 
tually be creating many so-called 
child-guidance problems? 


ACCEPTANCE OF ADULT ROLE DE- 
PENDS UPON EARLY EXPERIENCES 


As adults, acceptance of our roles 
as mothers and fathers, as husbands 
and wives, as men and women, de- 
pends upon many subtle childhood 
experiences with sex curiosity and 
upon our parents’ reaction to our 
primitive, unsocialized behavior. Per- 
sonally I believe it is the responsibil- 
ity of the physician to immunize the 
mother to the shocks she will expe- 
rience when she discovers such be- 
havior in her small child. She needs 
to know that this is natural curiosity, 
which the child will control in time, 
through imitation of adult standards, 
without the need of being punished, 
scolded, or shamed. She needs to 
know that what she tells her child 
when he asks embarrassing questions 
is much less important than how she 
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tells him. Her emotional poise should 
show that she casually accepts the 
fitness of the questions, and that she 
is not shocked and shamed. She 
needs, too, to be reassured that young 
children actually want to know much 
less about sex than she anticipates. 
Some mothers think that their chil- 
dren are actually more sophisticated 
than their questions indicate. This 
mistake is illustrated by the mother 
whose little daughter ran in from 
playing one day to demand, “Mother 
where did I come from?” The mother 
thereupon gave a long account of 
how the child had come into being. 
After being subjected to this tedious 
recital, the child shook her head in 
confusion and said, “Isn’t that funny 
—Mary and I had an argument—she 


came from Philadelphia and I said I 
did too and you could -prove it!” 


PARENTS MAY NEED INSTRUCTION 
IN THE IMPORTANCE OF PLAY 
Another important part of a child’s 

life experience is his play. His 

parents, burdened with a work-a-day 
world, may underestimate the value 
of play and may not know what the 
child needs with regard to opportuni- 
ties for play, the space that he needs, 
and the kinds of material that should 
be available. Here is another chance 
for child-health-conference workers to 
instruct the parents in an often- 


neglected aspect of child development. 


In the various child-development 
problems that I have mentioned, the 
staff of a well-child conference is in 
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a position to apply really effective 
mental hygiene in two ways: First, by 
anticipating certain types of mistakes, 
and, secondly, by observing minor 
symptoms of faulty development early 
enough to help prevent undesirable 
patterns of reaction from becoming 
set. 

PREVENTIVE TECHNICS NEEDED 

EARLY IN CHILD’S LIFE 

The longer a pattern of behavior, 
thinking, or feeling exists, the harder 
it is to change. For this reason 
child psychiatrists more and more 
are striving to institute preventive 
technics at the earliest possible age. 

An example of efforts to use pre- 
ventive technics early in the child’s 
life is the New Haven Hospital’s plan 


for having pediatric-nursery interns 
make follow-up visits in the homes 
of underprivileged newborn infants, 
as described by Dr. Edith Jackson 
of the Yale University School of 
Medicine at a meeting of the Ameri- 
can Orthopsychiatric Association, in 
February, 1944.7 This plan grew out 
of concern over the many infants ad- 
mitted to the hospital with severe 
feeding difficulties and related be- 
havior problems, which indicated need 
for improvement in the professional 
supervision and guidance of mothers 
in their relation to their infants— 
improvement in the earliest phases of 
this relation. It was found that in ad- 


*Paper not yet published. 
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dition to giving this group of mothers 
much-needed help, the home visits 
have given the interns experience that 
has stimulated their awareness of the 
influence of environmental and psy- 
chological factors on the behavior of 
infants and children and of the value 
of flexibility and individuality in 
treatment and recommendations. 
MOTHERS INTERVIEWED TO  DiIs. 
COVER INCIPIENT PROBLEMS 

In an effort to find out what types 
of incipient problems would be 
brought to light through reports by 
mothers—types of problems that 
would show need for help for the 
mother in developing a healthy atti- 
tude toward her child and good 
methods of caring for him—Dr. Mabe! 
Huschka, a child psychiatrist at New 
York Hospital, interviewed the mot!)- 
ers of 57 infants. These infants, 
ranging in age from 3 to 40 weeks, 
had been brought by their mothers 
to the well-baby clinic of the hos- 
pital’s pediatric out-patient depart- 
ment.’ None of these mothers had 
been referred to the psychiatrist— 
none had asked to see a psychiatrist. 


EMOTIONAL REACTIONS OF MOTHER 
A POSSIBLE HANDICAP TO 
PERSONALITY 
Twenty-six of the mothers showed 
attitudes or emotional reactions that 
could be considered a present or fu- 
ture handicap to the child from the 
point of view of healthy personality 
development. Only 21 of the moth- 
ers impressed the psychiatrist as well- 
adjusted mothers, happy, realistic, 
and without anxiety in regard to their 
babies. For the most part, these 
anxieties or attitudes were such that 
the mothers could profit from discus- 
sion of their complaints or worries 
about their babies. The reasons for 
anxiety were as follows: Twenty of 
the babies cried excessively, 7 
scratched themselves excessively (tlie 
hands of 5 of these were being re- 
strained because the mother was 
afraid to cut the child’s nails lest 
she cut his fingers), 20 sucked their 
thumbs, 5 showed disturbance in 
sleeping, and 9 had constipation to a 
degree that worried their mothers. 


On routine inquiry regarding toilet 
habits, it was found that in 5 of the 
infants, training had been started be- 
fore 12 weeks, in 3, at 8 weeks, and 
in 1, at 4 weeks. One mother had 
been advised by her nurse in the ob- 
stetric service to begin training the 
child the first day she was out of the 
hospital, and she left the hospital 
when the baby was 9 days old! 

TEMPORARY CONDITIONING THI 
RESULT OF TOO EARLY TRAINING 

When the average mother is ad- 
vised by a nurse to carry out such 
procedures she will attempt to follow 

*Huschka, Mabel, M.D., and William Xk. 
McKnight, Psychiatric Observations 


in a Well-Baby Clinic. Psychosomatic Medi- 
cine, Vol. 5, No. 1 (January, 1943), pp. 42-5" 
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the instructions, believing she is both 
establishing good habits and saving 
herself much work. The mother does 
not realize that she is jeopardizing 
her baby’s healthful personality de- 
velopment, nor does she realize that 
what seems to be a real habit of 
cleanliness is really only temporary 
conditioning, which in all likelihood 
will disappear when the child is 2 or 
3 years old, a time when he can make 
much more trouble by uncleanliness 
than he possibly could as an infant. 

Although the well-child conference 
obviously does not attempt to care 
for the sick child it can teach the 
mother a great deal about adequate 
care for him when he becames ill. 
Another thing the conference can do 
is to set a desirable pattern for the 
child’s future acceptance of doctors 
and nurses and health examinations. 
CHILD’S FEAR OF DOCTORS DE- 

PRIVED HIM OF NEEDED CARE 

A boy of 5, with an acute ear in- 
fection, showed such fear of doctors 
that his mother, a widow, was 
ashamed to take him to the clinic, 
and he did not receive adequate medi- 
cal treatment. His ear continued to 
drain, but it was not painful, and the 
mother did not insist upon further 
treatment. 

Years later, in high school, he was 
a lonely boy. He was, on paper, a 
brilliant student but was considered 
queer and stupid by his classmates, 
none of whom realized that he was 
practically deaf. Sensitive about his 
deafness, he covered it by pretending 
to hear when he did not. 

After graduation, someone, in an 
effort to help him get a job, advised 
him to consult an ear specialist to see 
whether his hearing could possibly be 
improved. He finally went to a spe- 
cilist and was given an unfavorable 
prognosis. A few days afterward he 
committed suicide. 

This boy’s inability to meet life's 
problems had been fostered by his 
mother’s inability to steel herself to 
do something that was painful for 
her. If a doctor, a_ public-health 
nurse, or a medical-social worker had 
been aware of how she felt, some one 
of them might have helped her get for 
her boy the medical care he needed 
when he was a child. 

This family had never come to the 
attention of any social agency. The 
mother had needed the services of 
such an agency for years — during 
the depression, and after her hus- 
band’s death. But she was not the 
kind of person to ask spontaneously 
for help; she was the kind who wait- 
ed—waited—for someone to sense her 
fear and pride. If this mother had 
been able to find security and reas- 
surance in some professional relation- 
ship, it is possible that this story 
might have had a different ending. 

When difficult emotional problems 
of children appear, the staff of a well- 
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WHILE IT 


RELIEVES 


* NEW YORK 4, N.Y. 


child conference should avail them- 
selves of the consultation psychiatrist, 
or if one is not available, of a psy- 
chiatric social worker. A clinical psy- 
chologist with training and expe- 
rience in child development may con- 
tribute additional insight into the in- 
tellectual development of the child. 
When medical-social problems are 
present medical-social worker 
should be consulted. 


STAFF OF CONFERENCE SHOULD 
KNOW COMMUNITY FACILITIES 


The staff of a well-child conference 
should be familiar with community 
facilities, such as social agencies, 
and should know how each type of 
service can be obtained. Referrals 
of this type are just as much the re- 
sponsibility of conference staff as re- 


ferral of the physically sick child to 
the physician. 


In these remarks I have intended 
to stress the fact that not only pat- 
terns of behavior, but also patterns 
of physical functioning, are laid down 
in the very early months of life and 
that these patterns can be conditioned, 
depending upon the mothers’ knowl- 
edge of her child’s needs and her 
ability to meet them. 


The staff of the well-child confer- 
ence has the opportunity and I 
should like to say, the responsibility, 
of applying true preventive technics 
in the field of mental hygiene. These 
technics need not be so complicated 
as one might think. The principle 
upon which they rest is an extremely 
simple one—not only that “Babies 
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In line with our pioneering work in mul- 
tiple vitamin-mineral therapy and with 
newer clinical research on vitamin re- 
quirements, Vi-Syneral now contains an 
average of 40 per cent more of important 
vitamins B:, Bz, Bc, niacinamide, calcium 
pantothenate, ascorbic acid, and alpha 
tocopherol (vitamin E). 


Vi-Syneral potencies have been similarly in- 
creased for the four other age groups: INFANTS 
and CHILDREN - CHILDREN and ADOLESCENTS 
ADULTS - EXPECTANT and NURSING MOTHERS. 


at 250 43RD STREET 
NEW YORK 17, N. Y¥. 


Are Human Beings,” as Dr. Aldrich 
has said, but that mothers too are hu- 
man beings.—The Child, August, 1944. 


Staff members of well-child con- 
ferences who are interested in know- 
ing more of the emotional develop- 
ment of infants and young children 
may find the following publications 
useful: Babies Are Human Beings, 
by C. Anderson Aldrich, M.D., and 
Mary M. Aldrich (Macmillan Co., 
New York, 1938, 128 pp.); Child 
Care and Training, by Marion L. 
Faegre and John E. Anderson (Uni- 


versity of Minnesota Press, Minneap- 
olis, Fourth edition, 1937, 327 pp.); 
Infants Without Families, by Anna 


Freud and Dorothy T. Burlingham 
(International University Press, New 
York, 1944, 128 pp.); The Parents’ 
Manual—A Guide to the Emotional 
Development of Young Children, by 
Anna W. M. Wolf (Simon and 
Schuster, New York, 1941, 332 pp.); 
The Psychological Aspects of Pedi- 
atric Practice, by Benjamin Spock, 
M.D., and Mabel Huschka, M.D. (re- 
printed by the New York State Com- 
mittee on Mental Hygiene from the 


Practitioners Library of Medicine 
and Surgery, Vol. 13, pp. 757-808, 
New York, 1938); War and Children, 
by Anna Freud and Dorothy T. Bur- 
lingham (Medical War Books, New 
York, 1943, 191 pp.). 
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Book Notices 


(Continued from page 214) 

AN ATLAS OF ANATOMY. In one 
voiume. By J. C. Boileau Grant, M.C., 
Ch.B., F.R.C.S. (Edin.), Professor of Anatomy 
in the University of Toronto. Cloth. Pp. 39s 
with illustrations, Price $10.00. The William: 
& Wilkins Company, = and Guilfor: 
Aves., Baltimore, 2. 

This book poten came out in two 
volumes, the first of which was reviewed 
in this JouRNAL for January, 1944, and 
the second in this JourNaL for March. 
The good things that were said about 
those separate volumes of course apply 
to the combined book. As the title indi- 
cates this work is predominantly one of 
pictures. The majority are in color— 
some of them in three or four colors. 
Labeling is clear and plain. Each picture 
is accompanied by text matter which 
emphasizes points of significance. In 
every case the specimen was posed and 
photographed. From the negative an 
enlarged positive film was made. The 
outlines of this were traced on tracing 
paper which was compared with th 
original and a plastic drawing made in 
which the important features are brough! 
out. The book is strictly in keeping 
with modern methods of teaching anato- 
my by dissection, and a valuable addi- 
tion to available texts. 


FERTILITY IN MEN. By Robert Sher 
man Hotchkiss, B.S., M.D., Lt. Commande: 
(M.C.) U.S.N.R. (on active Assist 
ant Professor of Urology, New York Uni 
versity Medical College; Instructor in Surgery 
(Urology), Cornell Metical College; Assistant 
Visiting Attending Physician, Department ot 
Urology, Bellevue Hospital; Assistant Visiting 
,Attending Physician in (Urology). 
‘New York Hospital; Chief of Urologica! 
Clinic, New York University Medical College 
Clinic. 216, with 95 illustrations 
Price $3. Go. 


FERTILITY IN WOMEN. By Samuel L. 
Siegler, M.D., F.A.C.S., Attending Obstetri- 
cian and Gynecologist, Brooklyn Women’s 
Hospital; Attending Gynecologist, Unity Hos 
pital; Assistant Obstetrician and Gynecologist, 
Greenpoint Htoopstal: Attending Sterility Clin- 
ic, Greenpoint Hospital; Consultant in Gyne- 
cology, Rockaway each Hospital; Diplomate 
American Board of Obstetrics and ynecol- 
ogy; Fellow New York Academy of Medicine: 
Member Society for the Study of Internal 
Secretions. Cloth. Pp. 450, with 194 illus 
trations. Price $4.50. (This book and the 
one listed above may be purchased together 
in a slip case.) J. B. 7 been 227 S 
Sixth St., Philadelphia, Pa., 

Through the thousands of years in 
which mankind has wondered and 
studied about sterility it has seemed 
to be almost always a foregone con- 
clusion that the wife was the un- 
fortunate partner and the only one 
to be studied or treated. Within the 
past decade or two it has become 
increasingly apparent that male ster- 
ility is widespread and a frequen! 
cause of disappointment. All of this. 
of course, is apart from the cases in 
which neither partner is actually ster- 
ile but the combination is. 


The first of these books, that by 
Dr. Hotchkiss, is particularly intend- 
ed to acquaint the medical profession 
with male sterility. The doctor is 
well equipped to make the presenta- 
tion. He has written clearly and 
well and his exposition of the prac 
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tical details in handling cases makes 
the book of particular value. 

In the companion volume Dr. Sam- 
uel L. Siegler has made an equally 
able presentation covering the causes, 
methods of investigation, and treatment, 
of impaired fertility of interest and 
value to the family doctor, the spe- 
cialist and the research worker. Em- 
phasis is placed upon the necessity 
of teamwork, collaboration and un- 
derstanding between clinicians and 
the laboratory. 

Because both books combine an 


understanding of anatomy, physiol- 
ogy, pathology, bacteriology, endo- 
crinology and _ clinical skill with 


therapy, they will be given a wide 
and well-deserved welcome. 


UROLOGICAL SURGERY, By Austin In- 
ram Dodson, D., Professor of 
Greleas, Medical of Virginia; Urolo- 
gist to the Hospital Division, Medical College 
of Virginia; Urologist to Crippled Children’s 
Hospital; Urologist to St. Elizabeth’s Hospi- 
tal; Urologist to St. Luke’s Hospital and 
McGuire Clinic. Cloth. Pp. 768, with illus- 
trations. Price $10.00. The C. V. Mosby 
Co., 3523 Pine Blvd., St. Louis 3, Mo., 1944. 

In the preparation of this modern 
text Dr. Dodson had the help of 
seven good men, each versed in his 
own particular field. 

The book makes no pretense of 
being a complete treatise on the dis- 
eases of the genitourinary system, 
but is intended as an aid in clinical 
work in dealing with the surgical 
problems arising in everyday urologi- 
cal practice. 

In the realization that such a book 
will be used in many communities 
where urological surgery must be 
done by surgeons lacking a basic 
training in that field, there was added 
some discussion of diagnosis and 
pathology. 

In dealing with each surgical prob- 
lem one or more procedures are de- 
scribed, usually selected on the basis 
of what the author has found useful 
or what seemed to him to be physio- 
logically sound. He makes no pre- 
tense of covering that field. 

Chapters on the following subjects 
are written each by an authority in 
that field: Excretory Urography and 
Cystography; Radiation Therapy; 
Acid-Base Balance and Fluid Admin- 
istration; Blood Transfusion; Anes- 
thesia in Urological Surgery; and 
Endocrinology and Endocrine Ther- 
apy of the Prostate. 


CLINICS. VOL. II, NO. 5. Edited 
by Geo. Morris Piersol, M.D., Professor of 
Medicine, Graduate School of "Med icine, and 
Professor of Clinical Medicine, School of 
Medicine, University of Pennsylvania, Phila- 
delphia. Paper. _ 272, with illustrations. 
tye 1944. rice $2.00. Cloth-bound 
B. Lippincott Company, East Wash- 
Philadelphia. 
This book constitutes an extremely 
interesting report of the symposium 
on war medicine made up of teach- 
ing panels, at the fifty-first annual 
meeting of the Association of Military 
Surgeons of the United States. The 


panels were conducted informally 


Square, 


with questions presented by those in 
The answers were im- 


the audience. 
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promptu. Stenotype reporters had 
been assigned to-record these panels 
exactly as delivered and in most 


contributions, 


including Diagnostic 


Cardioroentgenography in Army Ex- 


: aminees; A Simple Walking Cast, and 
cases very few changes were made in Och is R i. @ ith 
preparing them for publication. In a Case wit 
some instances the material has been Al!kaptonuria an elanuria. 
rewritten or edited in the interest of PSYCHIATRY FOR NURSES. By Louis 
clarity, but for the most part the ses- arnosh, B.S., Sc.D., M.D., Associate 
ion i _M Clinical Professor of Nervous Diseases, 
of ms are en pag ost School of Medicine, Western Reserve Uni- 
oO! ose par icipating ave had prac- versity; Director of Neuropsychiatry, City 
tical experience in war medicine, or Hospital, Cleveland; Consulting Neuropsy- 

chiatrist; and Edith B. Gage, R.N., For- 
are Carrying on important clinical and merly Supervisor, Roureperemiatric E Division, 
laboratory investigations in the field Pp. 

one wito illustr: tions *rice $2.75. 

of military medicine. V. Mosby Co., 3523 Pine Blvd., St. Louis 3, 
The subjects of the panels were M0» 1944. 

Chemotherapy; Venereal Disease; Brief, clear, simple—the 29 short 

Fatigue; Fractures; Plastic and Re- chapters in this practical text book 


construction Surgery; War Wounds 
and Burns; and Gastrointestinal Dis- 
orders. In addition this number of 
Clinics contains half a dozen original 


should be read by student nurses, by 
graduate nurses, 
questions following every chapter are 
helpful and so is the bibliography. 


by physicians. The 
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prolonged, effective 
decongestion and analgesia in 
local inflammatory conditions, 
Numotizine’s mode of action is 
outstanding. 

By infiltration through the em- 
plastrum and through the epider- 
mal and dermal layers, the 
guaiacol, beechwood creosote 
and methyl salicylate are slowly 
absorbed, and thereby produce 
both local and systemic thera- 
peutic effects. Numotizine exerts 
its effectiveness gradually and 
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ditions. 
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BACTERIAL INFECTION SPE- 
CIAL REFERENCE TO DENTAL PRAC- 
TICE. By J. L. T. Appleton, B.S., D.D.S., 
Se.D., Professor of acteriopathology and 
Dean. The Thomas W. Evans Museum and 
Dental Institute, School of Dentistry, Univer- 
sity of Pennsylvania. Ed. 3, thoroughly re- 
vised. Cloth. Pp. 498, with illustrations. 
Price $7.00. Lea & Febiger, Washington 
Square, Philadelphia 6, 944. 


Although written 
dentists and dental 
book contains 


primarily for 
students, this 
much of interest to 
physicians; emphasizes the need of 
close cooperation between dentists 
and physicians; shows that in the 
field of infections, as nowhere else, 
the two professions meet on common 
ground. The parts of the book are: 
“Bacteriology,” “Infection,” “Special 
Infections of the Oral Cavity.” 


There is an interesting preface in 
which the author makes suggestions 


which should be of value to the 


reader of any kind of textbook: 


“A writer on such topics as com- 
prise this book should attempt to 
guide the reading and thinking of his 
reader. Some guidance may be sought 
in the abundant references. Other 
references can be substituted or added 
by the active teacher. Better still, 
let the undergraduate prepare his own 
bibliography, covering the work pub- 
lished in special fields, subsequent 
to the publication of this book. This 
would be a good chance for him to 
learn how to use the Cumulative 
Index Medicus, Biological Abstracts 
and Chemical Abstracts. The bibli- 
ography would lead to the prepara- 
tion of a report. The report should 
not be a mere resume or abstract. 
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It should be selective, synthetic and 
critical. Each article should be 
studied to find what it contains that 
is not in this book or that is contra- 
dictory to what is in this book. Such 
reports could be presented to, and 
discussed by, the entire class. In 
this way the student will have an 
opportunity to realize how scientific 
knowledge grows, to acquire the 
habit of consulting current profes- 
sional literature, and to learn some- 
thing of its interpretation and evalua- 
tion.” 


CATARACT AND ANOMALIES 
THE LENS: GROWTH, STRUCTURE, 
COMPOSITION, METABOLISM, DISOR. 
DERS AND TREATMENT OF THI 
CRYSTALLINE LENS. By John G. Be! 
lows, M.D., Ph. Assistant Professor o/ 
Ophthalmology, Northwestern Universit, 
Medical School, Chicago. Cloth. 
with 208 text illustrations 
plates. Price $12.00. The C 
3523 Pine Blvd., St. Louis 3, Mo., 1944. 

This is an unusual book, with a 
tremendous scope. Its object is to 
establish a basis for a more complete 
clinical understanding of the norma! 
and pathological crystalline lens. The 
author recognizes the fact that with- 
out a combination of laboratory and 
clinical investigations, the accumula- 
tion of clinical knowledge in any 
medical field is necessarily retarded 

He began ten years or more ago 
with a modest bibliography on the 
lens, which the late Dr. S. R. Gifford 
had accumulated over a period of 
eighteen years. On that basis he un- 
dertook to study the literature of all 
lands, to extract the essential scien- 
tific facts concerning the embryology, 
anatomy, histopathology, and _ bio- 
chemistry of the lens, as a,basis for 
the more interesting, practical or 
theoretical conclusions to be _ based 
thereon. He recognizes the fact that 
many of the writers after whom h« 
has read have spanned the more se- 
rious gaps in knowledge with various 
theories, some of which are untenable 
and have no experimental or clinica! 
foundation; others of which are based 
on facts and logic. 


BAILEY’S TEXTBOOK OF HISTOL 
OGY. Revised by Philip E. Smith, Ph.D., 
Professor of Anatomy, College of Physicians 
and Surgeons, Columbia University; and 
Wilfred M. Copenhaver, Ph.D., Associate 
Professor of Anatomy, College of Physicians 
and Surgeons, Columbia University. Ed. 
Cloth. Pp. 786, with illustrations. 
$6.00. The Williams & Wilkins Co., 
a and Guilford Aves., Baltimore, 

44. 


When we say that in its forty years 
this textbook has gone through eleven 
editions we do not tell the whol 
story, for there has been reprinting 
after reprinting, even between the ap 
pearances of the new editions. 


As in the past the book is directed 
primarily to first year medical and 
dental students, as well as to those in 
other colleges giving a fairly compre- 
hensive course in histology. The sub 
ject naturally has to do primarily with 
structure but the authors insist tha! 
structure has its full significance onl) 
when correlated with function and 


EON CATAPLAS™M 
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they therefore in many cases discuss 
the physiological significance of the 
structures described. 


Research material and other things 
of special interest to teachers and 
research workers has been kept at a 
minimum to leave more room for a 
full and fair presentation of various 
differences and shades of opinion 
about the things of more immediate 
use to students. 


MEDICAL BIOCHEMISTRY. By Mark 
a. Everett, Professor of Biochemis- 

. University of Oklahoma School of Medi- 
pA Cloth. Pp. 694. Price $5.75. Paul B. 
Hoeber, Inc., 49 East 33rd Street, New York 
City, 1942. 


This is one of a new medical stu- 


dent series on which the publishers 
have been working for several years 


in cooperation with the Association 
of American Medical Colleges, the 
secretary of which, Dr. Fred C. 


Zapffe, is editor of the series. 


These books get away from the old 
practice of undertaking to have one 
volume serve for both student and 
practitioner. It is designed to give 
a student a well-rounded knowledge 
of the subject in the time he has 
available, at a price he can afford to 
pay. The aim of the authors is to 
present the essential elements of a 
subject in a manner that will interest 
a student and encourage him to fur- 
ther study. The books are organized 
with special emphasis on close corre- 
lation of the basic sciences with clini- 
cal medicine. 

The author of this volume has de- 
parted from the semihistorical specu- 
lative method of presentation in favor 
of a straightforward, systematic out- 
line of fundamentals, avoiding un- 
necessary speculations and argumen- 
tative considerations. The book is 
not too elementary, the subject mat- 
ter including such topics as discus- 
sions of logarithms, the vehicular 
functions of plasma proteins, perme- 
ability of capillaries and placenta, 
biliary and renal calculi, colloidal 
chemistry in histology, bacterial ac- 
tivities in the intestine, principles of 
diet therapy, the lipidoses, metabolism 
of acids related to carbohydrates, the 
chemistry of immunity and heredity, 
metabolism of bone, the phosphatases, 


and the metabolic interrelations of 
minerals. 
SIMPLIFIED DIABETIC MAKAGE- 


T. Beardwood, Jr., A.B., 

ssociate Professor of Medi. 
cine, ——. School of Medicine, Univer- 
sity of Pennsylvania; Physician to the Pres- 
byterian Hospital in Wwe and 
Herbert T. Kelly, M.D A.C.P., Associate 
in Medicine, Graduate School of. Medicine, 
University of Penns lvania; Associate Phy- 
sician, Presbyterian Hospital. Ed. 4. Cloth. 
Pp. 172, with illustrations and diets. Price 
$1.50. Lippincott Co., 227 S. Sixth St., 


Philadelghes, Pa., 1944, 

For thirteen years through succes- 
sive editions this book has brought to 
clinics and private physicians simple 
methods of estimating and measuring 
the amounts of the various parts mak- 
ing up the diet of the diabetic. The 
present edition is featured by not only 
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G* gastrointestinal dysfunction is said 
to be the symptom-complex most nearly 
characteristic of arthritics, apparently 
paralleling the severity of the joint mani- 
festations —it is reasonable to conclude 
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maintenance of solubility. 
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dosage, many osteopathic 


simplification of many of the chapters, 
but also information fitting the war- 
time needs of the diabetic patients 
who in too many cases must remold 
their diets and use types of food dif- 
ferent from those to which they have 
been accustomed. Through a study 
of this book the patient will be en- 


abled to take from the physician much 
of the load of managing details of 
his diet. 


SMALL COMMUNITY HOSPITALS. 
By Henry J. Southmayd, Director, Division 
Rura e Commonwealth 
Fund; and Smith, Associate, The 


Commonwealth Fund. Cloth. Pp. 182. Price 
2.00. The Commonwealth Fund, 413 E. 57th 
t., New York City, 1944. 

The Commonwealth Fund for years 
has devoted much of its efforts and 
resources to undertakings in the field 


of health, including the development 
of rural hospitals. This little book 
tells some of the things learned from 
its experiences about 
tion, and operation of 
small community hospitals as thev 
actually have operated from Maine to 
Mississippi and Utah. This answers 
many of the questions as to which 
communities should have a hospital, 
what area should a hospital try to 
serve, who should run it, how should 
it be staffed, who should pay the bills, 
and how it can help its community to 
get better medical care. It contains 
the minimum standard setup for hos- 
pitals by the American College of 
Surgeons, suggested rules and regula- 
tions, suggested constitution and by- 
laws for the medical staff and other 
such concrete helps. 


the construc- 
organization, 
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and 2. 


TABER’S DICTIONARY OF GYNE- 
COLOGY AND OBSTETRICS. By Clar- 
ence Wilbur Taber, Medical Editor, and au- 
thor of Taber’s Cyclopedic Medical Diction- 
ary, Taber’s Condensed Medical Dictionary, 
and Dictionary of F and Nutrition, etc.; 
with the collaboration of Mario A. Castallo, 
A.B., M.D., F.A.C.S. Cloth. Over 700 pages, 
with illustrations. Price $3.50. F. avis 
Co., 1914 Cherry St., Philadelphia 3, 1944. 


Built on the plan of Taber’s excel- 
lent Cyclopedic Medical Dictionary 
this book is devoted to one branch of 
medicine—Gynecology and Obstetrics. 
It includes in one compact volume, 
in alphabetic order, unincumbered by 
innumerable unrelated words, the vo- 
cabulary of a special subject. In- 


stead of a textbook in which all of a 
major subject is considered in one 
place, we have here each word or 
group of words representing a sub- 
ject, listed in alphabetic order, and 
their meanings discussed rather than 


simply a definition given. Adding to 
the value of the work is “a fact find- 
ing index,” in which only the im- 
portant words are listed for the pur- 
pose of bringing to the attention of 
those who consult the book many 
subjects which otherwise might es- 
cape their attention, but because of 
their grouping under general heads 
in this way will not be overlooked. 


MIRACLES AHEAD! Better Living in 
the Postwar World. By Norman V. Carlisle 
and Frank B. Latham. Cloth. Pp. 288. Price 
$2.75. ‘the Macmillan Co., 60 Fifth Ave., 
New York City, 1944. 


A journalistic concept of what may 
come. In the foreword the author 
quotes the opposing views of those 
who believe that following the war 
“as soon as retooling and testing can 
be accomplished new products will 
appear which will make the fanciful 
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predictions that decorate our advertis- 
ing pages today seem commonplace,” 
and those who believe “the wonder- 
ful new products will be a long time 
coming, if they ever do.” 

So the authors picture the things 
which can happen, and leave it for us 
to decide when. They take up the 
dreams of industrial designers, manu- 
facturers, scientists, who have their 
ideas about what can be done in the 
way of building homes, automobiles, 
airplanes, radios, the new metals, 
plastics, and other things, including a 
very interesting chapter, “Medicine 
Looks Ahead,” in which fancy may 
outrun fact in some instances and, 
on the other hand, in which they re- 
port to their lay readers some things 
which doctors have known a long 
time. One who wants a bright picture 
of what the future can yield will find 
it here. 


THE TREATMENT OF PEPTIC ULCER. 
Based upon ten years’ experience at the New 
York Hospital. By George J. Heuer, M.D., 
Professor of Surgery of Cornell University 
Medical College and Surgeon-in-Chief of the 
New York ospital, assisted by Cranston 
Holman, M.D. ssistant Professor of Clini- 
cal Surgery Cornell Medical Col- 
lege, and William A. Cooper, M.D., Assistant 
Professor of Clinical Sur ery, Cornell Uni- 
versity Medical College. loth. Pp. 118, il- 
lustrated with charts. Price $3.00. J. B. 
Lippincott Co., 227 S. Sixth St., Philadelphia, 
1944. 


This is a brief but significant book 
with reports of the treatment of pep- 
tic ulcer in 1,139 cases of which more 
than 98 per cent have been followed 
up not by letter or other indirect 
means but by the repeated return of 
patients to the clinics where they 
could be interviewed and examined. 
The data are presented in a series 
of exhibits, precisely and accurately 
set forth. Interpretations of the data 
also are given and these, the senior 
author frankly states, may be subject 
to differences of opinion. The major- 
ity of the cases were treated non- 
surgically. 

The importance of any good study 
on this subject, and particularly of 
one in which nonsurgical methods are 
so carefully studied, may be _ indi- 
cated from the concluding paragraph 
in the book. 

“The authors wish to emphasize 
again that the findings in this study 
and the conclusions drawn from them 
are almost certain to be changed as 
time goes on. In the year which it 
has taken to make this study, sev- 
eral patients treated either conserva- 
tively or by gastroenterostomy or 
gastric resection, whom we have 
classified as having satisfactory re- 
sults, have returned with symptoms 
which place them more properly in 
the groups with unsatisfactory re- 
sults. This study, therefore, must be 
considered as an interval report, to 
be repeated, preferably, when all of 
the . . . patients included in it have 
been followed for at least five years. 
The results of such a second study 
will undoubtedly be affected by the 
present war. It is well known that 
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the added nervous strain and exhaus- 
tion and probably the irregular eating 
habits and excessive smoking and 
drinking incident to war are respon- 
sible for an increase in peptic ulcer 
both in civilians and in members of 
the armed forces. Dr. Wilder Pen- 
field, in his interesting observations 
made during his visit to Russia, 
quotes Professor Louria of the Botkin 
Hospital in Moscow as having esti- 
mated the incidence of gastric ulcer 
among Soviet casualties to be 17 to 
18 per cent; and at the Central Insti- 
tute of Traumatology the increased 
incidence of this condition among the 
women at home was pointed out as 
due to the increased strains of war. 
In our civilian population there ap- 
pears to be not only an increase in 
the incidence but also in the severity 
of the symptoms of ulcer. It would 
seem, from our experience, that a 
therapeutic method satisfactory for 
the usual or normal life of an indi- 
vidual may become ineffective when 
he assumes added responsibilities and 
added hours of work and strain in 
attempting to cooperate in the war 
effort. Patients are beginning to ap- 
pear who have, for example, been 
free from symptoms for long intervals 
after gastroenterostomy and gastric 
resection while pursuing, for them, a 
normal life, but who, since taking on 
additional work, have again begun to 
have symptoms. It will be interest- 
ing to determine which of the thera- 
peutic methods we now employ is 
best able to withstand the added 
strains to which men and women are 
subjected.” 


TECHNIQUE IN TRAUMA: Planned 
Timing in the Treatment of Wounds Includ- 
ing Burns. From The Montreal “— Hos- 
pital and McGill Vaiversty. raser B. 
Gurd, M.D., C.M. and F. Dou ie Ackman, 
M.D., with y Ralph R. 
Fitzgerald, M.D., + McGill University. 
Cloth. Pp. 68, with figures and charts. Price 
$2.00. J. B. Lippincott Co., 227 S. Sixth St., 
Philadelphia. 1944. 

A thin book of less than seventy 
pages, but containing a great deal of 
information about new development in 
the treatment of burns, of wounds 
and of infections. Reasons are given 
for discarding methods long used, 
and reasons for the possibility and 
desirability not only of adopting the 
newest and best but also of knowing 
why, when, and how to apply such 
methods. 


AN INTRODUCTION TO PUBLIC 
HEALTH By Harry S. Mustard, B.S., 
LL.D. Director, and Professor of Pub- 

lic adds Practice, ’ Delamar Institute of 
Public Health, College of Physicians and Sur- 
geons, Columbia University, New York City. 
Ed. 2. Cloth. Pp. 283. Price $3.25. The 
Te oo Co., 60 Fifth Ave., New York City 
This little book is directed not only 
to students in public health courses 
but also to physicians, dentists, nurses, 
and others busy in this field. The au- 
thor writes from years of experience 
in public health organization *and 
Practice and in teaching graduate 
students in public health, medical stu- 
dents and nurses. There are chapters 
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form. 
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BLEYTHING Lasorarories 


2318 W. Seventh St., Los Angeles 5, Calif. 
327 Seventeenth St., Oakland 12, Calif. 


on The Backgrounds and Associations 
of Public Health Work; Organization 
and Administration of Public Health 
Work; Tuberculosis as a_ Public 
Health Problem; The Individual and 
His Hygiene; Childbearing and Its 
Relation to the Public Health; The 
Hygiene of Infancy and Young Child- 
hood; and various other subjects. 
Two chapters added in this edition 
are on industrial hygiene and medi- 
cal care. 


PUBLIC HEALTH NURSING AS 
A CAREER 
Career-minded high school and college 
girls, who are interested in entering a 
socially-useful profession, with excellent 
opportunity for advancement, and the 


possibility of choosing their own place 
to live and work, may wisely give se- 
rious consideration at the present time 
to the field of public health nursing. 


Approximately 25,000 public health 
nurses are now employed in the United 
States, and the National Organization 
for Public Health Nursing estimates that 
40,000 more are needed. More than 1,000 
are employed at the present time in IIli- 
nois, but if the stamdard established by 
the National Organization for Public 
Health Nursing of one nurse for every 
5,000 people were reached, this state 
alone would need several hundred addi- 
tional people for such work. Experienced 
public health nurses are going to Haiti, 
Mexico, the Argentine, Hawaii and 
Alaska; and, as the Axis-dominated 
areas are liberated, it is expected that 
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they will render valuable assistance to 
the reconstruction of those countries— 
helping to attain for those people a bet- 
ter way of life, for which this war is 
being fought. 

Like other registered graduate nurses 
the public health nurse may assist in the 
care of the sick. However, her chiei 
duty lies in the prevention of illness— 
helping people to protect themselves 
against disease before it has an oppor- 
tunity to strike. Therefore, she is not 
only a nurse but she is also a teacher, 
promoting the physical health of the peo- 
ple she serves and also their social and 
emotional well-being. 

Dr. Thomas Parran, Surgeon Genera! 
of the United States Public Health 
Service, once stated that “ in thi 
country more than in any other—with 
the possible exception of Canada—ther 
is almost complete recognition amon, 
health officers and citizens alike of nurs 
ing as the spearhead of the whole public 
health movement. Dependence is placed 
upon it,” he said, “to advance new causes 
and to serve new needs.” 

Public health nurses work in homes 
schools, clinics, and industrial plants 
They are employed by voluntary organi 
zations, by State and local governmenta! 
agencies, and by such Federal offices a- 
those of the United States Public Health 
Service, the United States Children’s 
Bureau, and the Office of Indian Af 
fairs. 

To enter the field of public healt): 
nursing, graduation from an accredited 
school of nursing is the first require 
ment. In addition, public health nurses 
must have special postgraduate train- 
ing. Scholarships for both graduate and 
undergraduate nursing education are 
available through provisions of the Bol 
ton Act (an Act providing for th 
training of nurses through grants to in- 
stitutions furnishing such training), ad- 
ministered by the United States Public 
Health Service. 

Detailed information regarding a ca- 
reer in public health nursing, which 
offers every promise of becoming a rap- 
idly-expanding profession in the post- 
war world, is given in a pamphlet 
recently issued by the National Organi- 
zation for Public Health Nursing, en- 
titled Your Career—Will it be Public 
Health Nursing? Copies of the pamph- 
let are available, free of charge, from 
the N.O.P.H.N., 1790 Broadway, New 
York 19, New York—lIllinois Healt/: 
Messenger, November, 1944. 


TULAREMIA AND UNDULANT FEVER 


Tularemia and undulant fever are dis 
eases transferred to man from lower 
animals. Neither is extensively preva- 
lent among human beings in Illinois, but 
the risk of each is sufficient to justify 
preventive efforts. Both may be mild in 
character, although greatly reducing 
physical efficiency. For that reason a 
great many cases undoubtedly escape no- 
tification. Both diseases are probably 
considerably more prevalent in IIlinoi 
than case reports indicate. 
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Tularemia is transmitted to man most- 
ly from infected wild rabbits, although 
it has been known to reach man from 
numerous other animals and from some 
birds. The infection usually penetrates 
human beings through an abrasion in 
the skin. When infected matter enters 
the blood stream, symptoms of the dis- 
ease may develop. Infection of persons 
usually takes place during the process of 
skinning or dressing rabbits. It is there- 
fore more common among rabbit hunt- 
ers, market men, and housewives than 
other classes. Rubber gloves are help- 
ful in prevention. Sluggish, slow-moving 
rabbits are likely to be infected and 
should be avoided by hunters and trap- 
pers. Cooking destroys the organism of 
tularemia. 


Undulant fever reaches man _ chiefly 
from cattle, although it may originate 
in swine, goats and other live stock. It 
may spread through infected raw milk, 
or through contact with the carcasses 
of infected animals. Like tularemia, 
this infection may take place through 
abrasions in the skin. It may take place 
also through the ingestion of germs. 
Undulant fever is an occupational risk 
in farm workers, swine and goat herders, 
slaughterhouse and meat packing em- 
ployees, veterinarians, and workers in 
diagnostic laboratories. It is widely 
prevalent among both cattle (in which 
the infection is commonly called conta- 
gious abortion or Bang’s disease) and 
swine (where it is known as Traum’s 
disease ). 


Both tularemia and undulant fever 
may be diagnosed by the laboratory-test- 
ing of blood drawn from patients. These 
tests are often the only means of accu- 
rate diagnosis, since tularemia may not 
infrequently be mistaken for typhoid 
fever, while undulant fever may simu- 
late typhoid fever, tuberculosis, malaria, 
influenza, rheumatic fever and perhaps 
several other diseases. 


The spreading of wundulant fever 
through milk can be prevented by pas- 
teurization.—/llinois Health Messenger, 
November 1, 1944. 


TRICHINOSIS: A NATION-WIDE 
PROBLEM. 


Investigations by the United States 
Public Health Service indicate that the 
United States has the largest trichinosis 
problem of any nation in the entire 
world. It is estimated that Trichina, 
the worm-like pork parasite, infects 
more than 21,000,000 Americans at some 
time during their lives—about one in 
every six. In view of these facts, the 
U. S. Public Health Service is recom- 
mending that trichinosis be attacked “on 
a nation-wide basis, either through con- 
certed action on the part of the states, 
or assumption of control by the Federal 
government.” 


According to a recent issue of the 
U. S. Public Health Service Public 
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Health Reports, epidemiological evidence 
obtained the examination, at 
autopsy, of 5,313 diaphragms from 189 
hospitals in 37 states and the District of 
Columbia shows that within the con- 
tinental limits of the United States ex- 
posure to trichinosis is nearly uniform 
in degree regardless of geographical or 
environmental factors. The evidence also 
indicates that there is no correlation be- 
tween Trichina infection and sex, civil 
or military status, occupation, urban or 
rural residence, mental hospitalization or 
socio-economic status. 


from 


Among the 5,313 cases examined, 769 
were from those of foreign citizenship, 
or whose names indicated foreign ex- 


and interference with vitamin absorption. 


Write for FREE clinical size. 
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traction. 


investigation seemed 


that those in the German 
and Italian groups were more frequently 
exposed to trichinosis than were other 
foreigners. However, the infection rate 
in other foreigners was not significantly 
different than that for the group as a 
whole. For the ages represented in the 
study, the peak of incidence was reached 
in the age group 65 to°74. 
CAUSE OF DISEASE. 

Trichinosis is caused by a small coiled 
worm known by the 
Trichinella spiralis. The parasite was 
discovered in London in 1835 by a young 
medical student by the name of Paget. 
The. 21-year-old man was unaware of 
the significance of his discovery, the 


scientists as 
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Trichina being looked upon as a 
zoological curiosity until about 25 years 
later, when it was found to be the 
cause of a painful and sometimes fatal 
muscle disease. 

Trichinosis is acquired by man 
through the eating of under-cooked 
meat, usually pork, infested with the 
Trichina parasite. The pork worm in- 
fests not only man and hogs, but also 
dogs, cats, rats and bears. However, 
most of the cases in human beings come 
from hogs since the meat of these other 


animals is not commonly eaten. Hogs 
are infected by the Trichina largely 
through eating uncooked garbage which 


has become infested by the pork scraps 
it contains. 

Physicians say that there are three 
stages of the disease. The first, when 
the worms develop to maturity in the 
digestive tract, is characterized by 
nausea, diarrhea and severe abdominal 
pain. After eating undercooked 
trichinous pork, the digestive juices of 
the stomach dissolve the covering which 
is around the young worm. These im- 
mature worms migrate down the diges- 
tive tract, where they mate within a 


few days, and the mother worm gives 
birth to several hundred off-spring. The 
severity of any case of trichinosis de- 
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pends upon the number of parasites 
swallowed and upon the ability of the 
individual to resist the attack. In many 
cases, when the number of attacking 
organisms is small and the individual's 
health good, the patient may be un- 
aware that anything is wrong. 


The second stage of the disease, when 
the larvae are finding their way to th 
blood stream and thus on to the muscles, 
is characterized by fever, muscular pain 
inflammation of the eyeballs and swell- 
ing of the face, particularly around the 
eyes. 


During the third stage the worms 
migrate from the digestive tract and 
finally reach the skeletal muscles, espe- 
cially the diaphragm, where they be- 
come imbedded in a little sac or capsul: 
and are said to be encysted. This stag: 
is often marked by delirium and coma 
The pork worms not only penetrate 
muscles but they may also be found in 
the lungs, heart, brain and other part: 
of the body. When they are passing 
through the heart muscles they may 
produce symptoms of heart disease, and 
when penetrating the brain or spinal 
cord they may produce delirium and 
high fever, resembling meningitis or in 
fantile paralysis. These conditions make 
trichinosis very difficult to diagnose. 


METHODS OF PREVENTION. 


At the present time there is no known 
cure for trichinosis, and any means of 
overcoming the disease must be by pre 
vention only. In spite of much experi- 
mentation, no method has been found 
for destroying the parasite once it is 
in the body, and about all medical 
science has to offer to those suffering 
from trichinosis is the alleviation of 
pain. 


The prevention of trichinosis, how- 
ever, does not present such a gloomy 
picture. There is one sure way of avoid- 
ing the disease and that is by eating no 
meat that has not been properly cooked. 
Pork should be cooked until it has lost 
its pinkish color and has turned grey. 
One should never eat pink-colored pork, 
and in restaurants it is always wise to 
request that meat be well done. Accord- 
ing to the State Department of Agri- 
culture, the Trichina organism is killed 
when pork is heated to 137° F. Large, 
thick cuts of pork should be cooked at 
least 30 minutes to the pound. Pork 
chops of ordinary thickness (about one- 
half inch) require about 20 minutes to 
cook after they have been slightly 
browned. Chops of greater thickness 
require a longer period of heating. 


Another important factor in the pre- 
vention of trichinosis is the cooking of 
garbage before it is fed to hogs. Un- 
fortunately, this method of wiping ovt 
the menace of the coiled pork worm 
is not being used extensively in this 
country. However, Canada: forbids tlic 
feeding of raw garbage to swine, and 
approximately one out of every 75 
Canadians examined has been found to 
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be infested with Trichinae, as compared 
with one out of every six in the United 
States. Also, Trichinae infestation is 30 
times more prevalent among garbage- 
fed hogs in this country than among 
those of Canada. 


Added proof of the value of heating 
carbage is found in a survey of the 
United States Department of Agricul- 
ture showing that only one swine in 
every 250 fed on cooked garbage was 
infested with Trichinae, while the pork 
yvorm was found in 12 out of every 
250 fed on raw _ garbage—-Illinois 
Health Messenger, November 15, 1944. 


INSECT CONTROL 


The end of the war will find the 
United States in an extremely favorable 
position to wage a major campaign 
against mankind’s outstanding biological 
enemy, the disease-carrying insects, as a 
result of the effort the Army has made 
to defeat them in combat areas through- 
out the world, according to a recent 
statement made by the War Department, 
from which the following information 
is taken. 

The Army has not only worked out 
eficient methods of insect control, but 
also has trained thousands of men in the 
technics developed. The men and the 
methods will be available for mosquito 
and othe: insect-control programs, once 
peace and victory are achieved. They 
will make possible renewal of civilian 
efforts to eliminate the nuisanee of the 
mosquito and at the same time guard 
against the diseases the mosquito is 
known to transmit, such as malaria, 
dengue and yellow fever, and perhaps 
encephalitis. 


The Army’s efforts have been directed 
largely against the mosquito because it 
is the carrier of malaria, “the most im- 
portant disease in the world” for the 
last 25 centuries and a threat today 
to the efficiency of combat troops in 
many areas such as the southwest 
Pacific, the East Indies, India, Burma, 
China, the Mediterranean, and the 
Caribbean. 


The malaria-control program is di- 
rected by the Tropical Disease Control 
Division of the Preventive Medicine 
Service in the Office of The Surgeon 
General. 

Control units consist of sanitary en- 
gineers trained at the Army School of 
Malariology in Panama and enlisted men 
trained at Camp Plauche, La. 

Among the new weapons to be avail- 
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able to civilians after the war will be 
DDT, the new chemical insect killer, 
with which the Army solved the problem 
of typhus in Italy by destroying the 
body lice which transmit the infection. 


DDT is used in the Army in heavy 


oil solution for spraying on water or in 
light oil solution for spraying on walls 


and furniture. It is as effective against 
mosquitoes as it is against lice. 

The Army also developed new insect 
repellents, effective not only against 
mosquitoes but also against mites, fleas, 
and other insects known to be disease 
carriers.—Education for Victory, No- 
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COMMENTS 


“I am very well pleased with this 
new type OH and think it is going 
to be a favorite among most of us.” 
—R. F. H. 


“Please send me 300 extra copies of 
Osteopathic Health No. 3. It is fine. 
I treat so many of these cases that I 
can scarcely keep literature on that 
subject in stock very long.”—C. L. 


“We have found that OH makes a 
nice appointment notice. On the blank 
space we note day and hour of the 
next appointment.”—C. E. Y. 


with 
DILATORS 


Rectal muscle spasticity may be caused by emotional 
conditioning due to improper bowel training by 
== prudish resistance to the inclination for bowel relief. 

This form of muscle spasticity can only be overcome 
by breaking the impulse for the rectal exit muscle 
to keep itself locked. 


“We think the last number of the 
Osteopathic Magazine one of the very 
best you have issued, and are enclos- 
ing check for 100 copies to be sent at 
your earliest convenience.”—C. A. C. 
“IT saw Osteopathic Magazine in the 
doctor's office and found it so filled 
with timely information that J would 
like to have it in my home.”—Mrs. 


in series into the rectal opening, spastic muscles re- 
lax and resultant rectal conditions are minimized. 
Illustrated literature sent on request. 
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pathic Magazine. Congratulations on 
the splendid magazines you are put- 
ting out.”"—R. L. F. 
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“The OSteopathic Briefs have been 
very helpful towards building up my 
practice as they explain a lot that I 
do not have time to go over with the 
patient.”—R. I. C. 


Set of 4 graduated sizes, 
$3.75. Available for your 
patients at ethical drug 
stores or order from your 
regular surgical supply 
house. Write for Profes- 
sional Prices. 


“Your booklet entitled “Osteopathy— 
What It Is Not and What It Is” is a 
very fine explanation of osteopathy for 
those not very familiar with our pro- 
fession. I hand one to each patient 
and several patients ask for addi- 
tionals. One of these has reached the 
mayor of A............ through one of my) 
patients and he has become a patient 
—B. H. W. 


F. E. YOUNG & COMPANY 
442 E. 75th St, Chicago 19, Ill. 


OSTEOPATHY 
What It Is Not and What It Is 


By Ray G. Hulburt, D.O. 


LASSIFIED 


Every patient should read this 24-page brochure FOR SALE: Lease available immediately on attrac- 
and lend it to his friends. It clarifies many points tive, refrigerated, ground floor office in prosperous 
about osteopathy that are frequently misunder- neighborhood business district. Must vacate this 
stood. established office because of other interests. Wish to 


dispose of office and practice for only my actual 
$4.00 P er 100. Panett nage. investment in partitions, etc. Will sell furnishings, 
Envelopes and imprinting extra. if desired. Opportunity for general practitioner or 

American Osteopathic Assn. specialist. Write Dr. C. S. Anderson, 6323 Brookside 


540 N. Michigan Ave., Chicago I! Plaza, Kansas City, Missouri. 
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and 
Especially 
to You 
PEACE and 
HAPPINESS 
in 1945 


Send for the “VITAMINERALS MANUAL” 


ITAMINERALS CO. 


3636 BEVERLY BLVD. LOS ANGELES 4, CALIF. 


CHANGES OF ADDRESS 
AND LOCATIONS 


Agnew, Earl I., from 543 E. Speedway, to 
1316 E. Speedway, Tucson, Ariz. 

Agnew, Harry R., T/4, from APO 
APO 314, New York. (In Service) 

Allen, Ben R., KCOS ’44; Ellsworth Hos- 
pital, Safford, Ariz. 


Atkins, Maylon C., 
to Atkins Clinic, 
Texas 


Axtell, Glenn A., from 1924 Broadway, 
1706 Broadway, Oakland 12, Calif. 


Bandeen, Stanley G., from 514 Breslin Medi- 
cal Arts Bldg., to 610 Fincastle Bldg., 
Louisville 2, Ky. 


207, to 


from Waxahachie, Texas, 
Texas Hotel, Coolidge, 


to 
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Barker, E. H., from W. Vancouver, B. C., 
Canada, to 640 Grosvenor Ave., Westmount, 
Quebec, Canada 


Bassett, V. C., from 418 Allen Bldg., to 418 
Irwin-Keasler Blidg., Dallas 1, Texas 

Bechtel, J. Ross, KCOS '44, Osteopathic Hos- 
pital of Rhode Island, 1763 Broad St., 
Edgewood, Providence 5, R. I. 

Berry, Dan E., from 8 Jackson Ave., to 61 
Main St., Bradford, 

Black, Coit A., from 410 Clinton St., to 4081 
Clinton St., Defiance, Ohio 


Bradfute, George A., from 1402 
to 1402 Bank of Knoxville 
ville 42, Tenn. 


Brint, Samuel, 


General Bldg., 
Blidg., Knox- 


from N. . Corner 47th & 


Larchwood Aves., to 409 S. 46th St., Phila- 
delphia 43, Pa. 
| Brooke, Burnham, from Los Angeles, Calif., 


| Brown, David L., 


| Browning, 


to General Delivery, Portland, Oregon 


from 45 Warwick Road, to 

100 Warwick Road, Haddonfield, N. J. 

Robert C., from Los Angeles, 

Calif., to Bank of America Bldg., Visalia, 
Calif. 

Bryan, George E., 
Clinic, C 
Okla. 

Coed, Tames P., 
U.S.N.H., 


Service) 


Carberry, Edward P., from 728 Linwond Ave., 
to 690’ Linwood Ave. , Buffalo 9, N. 

Cardy, Lee J., C. Ph. M., from “44 San 
Francisco, Calif.. to U. S. N. Hospital, 
San Diego, Calif. (In Service) 

Carhart, William, from Detroit, Mich., 
4713 S. Packard Ave., Cudahy, Wis. 

Cherrey, Morris J., from Brooklyn, N. Y., to 
4960 Chestnut St., Philadelphia 39, Pa. 

Christian, Lawrence J., from 178 Huntington 
Ave., to 236 Huntington Ave., Boston 15, 
Mass. 

Church, G. R., A/C-2, from Toronto, Ont., 
Canada, to No. 1 Co., R.C.A.M.C., Camp 
Borden, Ont., Canada (In Service) 

Clinch, Arthur H., from Vidor, Texas, to Cit- 
izens State Bank Bldg., Frost, Texas 

wk G. Herbert, from Kirksville, Mo., to 

2 W. Division St., Clear Lake, lowa 

Bee Paul J., KCOS °44; Green Cross Hos- 
pital, 15 Broad St., Akron 15, Ohio 

Cohune, Stanley J., from Brooklyn, N. Y., t 

2.203 Lincoln Drexel Bildg., N. W. — 
Tiesols Road and Drexel Ave., Miami 
Beach, Fla. 

Commings, Robert N., from 905-06 Security 
Bldg., to 415 Security Bldg., Miami 32, Fla. 

Courtney, Billy B., Sgt., from APO 3994, to 
APO 706, San Francisco, Calif. (In Service) 

Crotty, William V., from Tulsa, Okla., to 304 
S. Grand St., Okmulgee, Okla. 

Cullen, J. C., from Detroit, Mich. 
Ave., Ferndale, Mich. 


from Comanche Hospital- 
Comanche, Okla., to Countyline, 


from Farragut, Idaho, 
Treasure Island, Calif. 


to 
(in 


to 


, to 2321 Coy 


INDICATIONS 
Amenorrhea, dysmen- 
orrhea, menorrhagia, 
metrorrhagia, in ob- 
stetrics. 

Dosage: 1-2 cap. 3-4 times doily. 
Supplied: in ethicol pockages of 20 cop. 


the JOB we 


FFICIALS of the Wor Manpower Commission ossert that 
women todey can capably “take over” any man's job, pro- 
vided it is within their physical powers. 
Menstrual aberrations, however, couse frequent absenteeism 
ond loss of effici For the i 
conditions, physicians find Ergoopiol (Smith) a highly efficient 


ERGOAPIOL 


THE PREFERRED UTERINE TONIC 


of 


emmenagogve, in which the action of oll the alkaloids 
of ergot (prepored by hydro-olcoholic extraction) is 
ically enh d by the p opiol, 


oil of savin, and aloin. 

Its sustained tonic action on the uterus provides 
welcome relief in mony coses—by ing to induce 
local hyperemia and to stimulate smooth, rhythmic 
uterine contractions, and by serving 
potent hemostotic to con- 
trol excessive 

May we send you © copy of the 
booklet “The ic Treat- 
ment of Menstrual Irregularities.” 


MARTIN H. SMITH CO. 
150 LAFAYETTE STREET 
NEW YORK, ¥. 


Ethical protectwe mork, MH. S. visible 
only when capwie cut im half ot seam. 


When You Massage 
Your Patients with 


THIS GREAT RUB 


What especially heipful relief 
you bring those 
STIFF, SORE, ACHING MUSCLES 


You know what a good massage will do 
for aching, stiff, sore muscles, in back, 
legs, arms, shoulders and neck and you 
will find Musterole especially helpful as 

a rub. It helps bring to the patient such 
invigorating, soothing and warming re- 
lief! 
That is because Musterole—is a modern 
counter-irritant, which contains oil of 
mustard, menthol, camphor and other 
beneficial ingredients. And these are in 
a white, stainless base. 
Rubbing with Musterole net only helps 
bring fresh, warm blood to the aff. 
parts—it actually helps break up the 
painful local congestion. 

Used on Famous 

Dionne Quintuplets 


Whenever the Quintuplets catch cold 
their nurse rubs the Quintuplets’ chests, 
throats and backs with Musterole—to 
relieve coughing and muscular soreness. 
So Musterole must be good. 


strengths 


Conserves mother’s time and energy 
in straining fresh vegetables and 
fruits. With just a few twists of the 
wrist, the Foley. Food Mill separates 
fibres and hulls and purees any 
cooked food fine enough for the small- 
est baby or for any adult diet—peas, 
carrots, beets, string beans, spinach, 
apple sauce, prunes. Made of steel, 
rust and acid-resistant. Declared es- 


sential by War Production Board. 
Available through department and 
hardware stores or send 
coupon. 


Regular price 
$1.25 
Special price to 
osteopaths, for 
display, ! only, 
75c 
postpaid. 


117 Second St. N. E., 
FOLEY MFG. CO 13, Minn. 
{ enclose 75c for 1 Family Size Foley 
Food Mill. 


Name 


Address. 


ie) Men of | | 
4, | 
| 
WILL | 
| 
i) 
/ 
FOOD MILL 
On 
4 
= > 
my) 
IM aS 
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MENLEY & JAMES. Ltd. 


SING 
BY 
CIANS 
FOR OVER 
A 


ACENTURY 


NEW YORK 


Cushman, Paul D., 
Sullivan, Maine x 

Darrow, Glenn E., from General Delivery, to 
4476 Crenshaw Blvd., Los Angeles 43, Calif. 

Denny, Norman E., KCOS '44; 612 N. Third 
St., Vincennes, Ind. 

DeWitt, ohn W. F., KCOS °'44; Box 116, 
Marshall, Okla. 

Donohue, J. Ford, from Jenkintown, Pa., 
1827 Delaware Ave., Wilmington 49, Del. 

Douglas, Aron L., from 1100 N. Mission 
Road, to 1680 N. Vine St., Hollywood, Los 
Angeles 28, Calif. 

Dunn, Irving Jay, from Philadelphia, Pa., to 
1721 Griffin Ave., Los Angeles 31, ‘Calif. 

Eastman, Betty B., from Sheridan, Wyo., to 
533 S. Fifth St., "Dauglas, Wyo. 

Eastman, Howard. APO 515, to 
APO 209, New York, N. Y. (In Service) 
Ellis, Noel, from Ellis Clinic: Naples, Texas, 
to Elm Street Hospital and Clinic, Denton, 


exas 

Ellis, Virginia M., from Ellis Clinic, Naples, 
Texas, to Elm Street Hospital and Clinic, 
Denton, Texas 

Emmans, Paul E., from Des Moines, Iowa, to 
Iowa 

Enochs, from Dinwiddie Bldg., 
bee "Higbe bee, Mo. 

Farnum, Stephen M., from 1115 Pere Mar- 
quette Bldg., to 315 Pere Marquette Bldg., 
New Orleans 12, La. 


from Jonesport, Maine, to 


to 


to Hig- 


Farris, Robert L., from 1613 Third St., to 504 
First Natl. Bank Bidg., Brownwood, Texas 

Feinschil, David, from Brooklyn, N. Y., to 
6219 ~—e St., Philadelphia 39, Pa. 

Ferguson, C. Jr., KCOS °44; Ferguson 
McCormick Cine, 320 S. E. First Ave., 
Miami 36, Fla. 

Ferguson, Travis W., from Lamesa, Texas, to 
v. O. Box 818, Morton, Texas 

Ficken, Theodore B., from Napier Field, 
to Ord. 265/8, ‘Greensboro, N. ¢. (In 
Service) 

Filkill, P. Alan, from Turkey, Texas, 
Naples Clinic, Naples, Texas 

Fisher, Roy B., from Midland, Mich., to 801 
Hamilton, Kirksville, Mo. 

Folkman, D. from 32090 Utica Road, 
32909 Utica Toad, Fraser, Mich. 

Folsom, Edward E., from 116 Ww. 47th St., to 
3401 Main St., Kansas City 2, Mo. 

os 44; Box 311, 


Fredeking, Monroe D., 

Pauls Valley, Okla. 

E., from APO 619, to 
APO New York, Y. (In Service) 

Furby, F., Set. Bowman Field, 
Louisville, Ky. to 552 Base Unit, Medicai 
Section, New Castle, Del. (In Service) 

Gardner, Harold L., KCOS °44; 50412 Fourth 
Ave., Ottawa, Il 

Gleason, Vinson W., from 416 Nichols Bldg., 
to 410 Nichols Bldg., Chickasha, Okla. 


to 


_— A.O.A. 
December, 1944 


Graham, John P., KCOS °44; Ross- 
man Hospital, Grove City, P. 

Green, Philip R. H. A., from 
Hospital Corps School, to Staff U.S.N. 
Hospital, San Diego, Calif. (In Service) 

Griffin, Chester A., from Box 942, to Box 802, 
Couer d’ Alene, YIdaho 


Griffin, Merle, from Corpus Christi Osteo- 
athic Hospital, 1202 Third St., to 1334 
hird St., Corpus Christi, Texas 


Hammond, Claude J., from 901 Goodhue 
Bldg., to Hammond Clinic and Sanitarium, 
3920 Calder Ave., Beaumont, Texas 


Hansen, Donald J., from Laguna _ Beach, 
— to 3112 Malaga St., San Diego 10, 
lif. 


Haring, Robert P., from 302 Bank of Amer. 
ica Bldg., Visalia, Calif., to 404 Browe: 
Bldg., Bakersfield, Calif. 


Harmon, Yvonne I., from Chicago, IIL, to 
238 W. Wisconsin Ave., Milwaukee, Wis. 

Hecker, Gustave E., from Rockford, IIl., to 
5225 Wilshire Blvd., Los Angeles 36, Calif. 

Holcomb, Grant R. C., from 3900 St. John 
Ave., Kansas City 1, —_ to 1327 Swift 
Ave., North Kansas City, M o. 

Hooper, Gerald H., Ph.M.1/c, 
Pendleton, Oceanside, Calif., 
Francisco, Calif. (In Se 

Hoskins, Claude B., 

Lansing, Kansas, to Cas. Co. " 4 
T.C., Camp Pendleton, Oceanside, Calif. 


(In Service) 

Houghton, Matthew A., S/Sgt., from APO 
464, to APO 542, New York, N. Y. (In 
Servic e) 

Hulett, Arthur Still, from 100 W. “pt St., to 
250 W. 57th St. he New York 19, N. Y. 

Hunt, Ransom W., from Milton Pa., te 
al Massachusetts Ave., Lexington 73, 

ass, 

Hunter, Harold R., from Cuyahoga Falls 
Ohio, to Harbarger Osteopathic Clinic, 125. 
Kenmore Blvd., Akron 14, Ohio 

Irvine, Samuel W., from 721 13th St., 
8th Ave., Beaver Falls, Pa. 

Johnson, “Richard H., from 10 Pearl St., t 
926 Washington St., Bath, Maine 

Jones, P. Lynn, +4 ‘from APO 464, to APO 
768, New York, N (In Service) 

Kaelber, Charles R., } Highland Park 3, 
— to 12523 Third Ave., Detroit 3, 
Mich. 

Knauss, Austin R., from 109 Monroe, to 227 
N. Jefferson St., Lebanon, Mo. 
Kroeger, Gilbert "H., from Purdin, Mo., to 

Box 44, Kirksville, "Mo. 

Lawrence, Henry P., KCOS 44; 515 Daviess 
St., Owensboro, Ky. 

Lawson, S., from Elko eg to 105 W. 
Tenth St., an 

Leonard, Paul J. Set, from Sydney, N.S., 
Canada, to CAP No. 10, Goose Bay. 
Labrador (In Service) 

Longley, Andrew M., from 238 High St., t 
220 High St., Newburyport, Mass. 

Lowell, Vernon H., from Brunswick, Maine, 
to 5 Deering St., ’Portland, Maine 

MacIntyre, Dugald W., from Flint, Mich., 
1170 Madison Ave., SE , Grand Rapids ° 
Mich. 

Mackenzie, Andrew S., from Burien, Wash., 
to 2030 S. W. 152ad, Seahurst, Wash. 

Marston, George W., from 401 Liberty Bldg. 
to 909 Equitable Bldg., Des Moines 9, Iowa 

McClurg, William M., from Edinburgh, Scot 
land, Upper’ Wimpole St., London, 


En 
ll J., T/5, from Camp Polk, 
La., to APO 503, San Francisco, Calif. (1: 
Service) 

McPherson, J. W., from 418 Allen Bldg., t 
Irwin-Keasler Bidg. Dallas 1, Texas 

Meserole, Arch rom Lancaster Pa., t 
370 Riverside Drive, New York, N. Y. 

Millard, Clifford W., from Lake Andes, 5S. 
Dak., to Marietta Osteopathic Clinic and 
Hospital, 304 Putnam St., Marietta, Ohio 

Mitchell, from Idaho Springs, Colo., t 
656 Fourth Ave., Longmont, C — 

Moskow, Herbert R., from 532 Se e St., t 
1410 67th Ave., Philadelphia 26, 

Myers, A. J., from 415 _N. ng to 217 
Miller Bldg., Yakima, Wash. 
110 Rosita St., Syracuse 4 N.Y. 

Neth, Robert é. from eS Utah, to 608 
w. High St., Piqua, Ohio (Released fron 
Service) 

Oliphant, Duncan, from Freeland, Mich., 
821 Apple Ave., Muskegon, Mich. 

Owen, O. Edwin, from 722 Sixth Ave., to 806 
Southern Surety Bldg., Des Moines 9, pews 

Philips, A., 3/ gt., APO 651, 
APO New ‘York, N. (In deel 

Pinchak, Raymond, from Mich., to 
20719 Van Dyke, Base Mich. 

Ponitz, Mahlon, KCOS °44; Art Centre Hos- 
pital, 5435 Ave., Detroit 3, 

ich. 


from Camp 
FPO, San 


to 


to 1817 
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Jr., from F. Mauer Bid 
0 S. Main St., to 236 N. Main St., Lib. 
N. Y. 

Roberts, D. W., from 530 Des Moines Bldg., 
to 2922 “Ingersoll Ave., Des Moines 12, 
Iowa 

Ross, Kenneth E., from Ross Hospital, 519 
W. Elm St., to 301 Peoples Natl. Bank 
Bldg., Tyler, Texas 

Russell, Josephine, from Minnsepetls. Minn., 
to 1252 Lee Ave., El Monte, 

Russo, Donato L., from 71 Touro St., to 13 
Bull St., Newport, 

Rutherford, F. D., from 8544 Grand River 
Ave., to 5366 Oakman Bivd., Detroit 4, 
Mich. 

Sample, Harold C., from 14-15 Marine Arcade 
Bidg., to 1045 Levee St., Brownsville, 
Texas 

Sampson, Robert N., KCOS °44; Box 176, 
Lamberton, Minn. 

Sanchez, Leo, from Davenport, Iowa, to 909 
Equitable Bldg., Des Moines 9, Iowa 

Schwartz, H. P., from 337 N. Ogden, Los 
Angeles, Calif. to 13565 Ventura Bilvd., 
Sherman Oaks, Calif. 

Schwartz, Maurice J., Pvt., from Greensboro, 
N.C., to 165 11A, c/o Postmaster, 
New York, N. Y 

Scott, W. Sodieun, from Fullerton, Calif., 
206- Oak Knoll Bank Bldg., Pasadena 
Cali 

Scully, William F., Lt., from APO 552, to 

APO 204, New York, 'N. Y. (In Service) 

Senten, C. E., from Gravity, Iowa, to Story 
City, Iowa 

Shannon. Richard C., T/S., from APO 162, to 
APO 514, New York, N.Y. (In Service) 

Sheldon, Donald T., from 484 S. Main St., to 
1115 Circle Drive, Salinas, Calif. 

Singer. Bernard, from 1417 S. 58th St., to 
5942 Chester ’Ave., Philadelphia 43, Pa. 
Slater, A. B., from First National Bank Bldg., 
Center, Colo., to 6-7 McCormick Bldg., 

Trinidad, Colo. 

Staffa, Alfred H., from 111 Bryan St., to 7238 
Ave. F., Houston 11, Texas 

Stiles, Leslie E., from ‘Timber Lake, S. D., 
Joplin General Hospital, 521 W. 4th ‘st. 
Joplin, Mo. 

Still, Andrew T., from 2959 S. Cincinnati, to 
Still-Hildreth Osteopathic Sanatarium, Sand 
Springs Lake Road, R. R. 9, Tulsa 15, 
Okla. 

Storey, Hyde H., from 9 Electric Block to 
pd Union Savings & Trust Bidg., Warren, 

io 

Stukey, Grover, from Stukey Hospital and 
Clinic, Daingerfield, Texas, to Norwood 
Hospital, Mineral Wells, Texas 

Swan, Kenneth B., from Bellflower, Mo., to 
Carson City Hospital, Carson City, Mich. 

Taylor, Paul D., from Bath, Maine, to Kon- 

as Dover. Maine. 

Thomas, H. D., from Goodland, Kans., to 
1700 N. Fourth St., Albuquerque, N. Mex. 

Thorpe, Robert G., Lt., from Aberdeen, Md., 
to APO 782, New York, N. Y. (In Service) 

Tyree, James M., from "1202" Third St., to 
‘401-2-3 Jones Bldg., Corpus Christi, Texas 

Varner, Jess S., Cpl., from APO 508, to APO 
14, "New York, N. Y. (In Service) 

Verbdugghe, George H., Sgt., from APO 782, 
to APO 375, New York, N. Y. (In Service) 

Vigderman, D. Leonard, from Bronx, 
te . 67th Ave., Forest Hills, L. I. 


Wakelin, Donald E., from 325 W. Jefferson. 
to 106 North Ave. 58, Los Angeles 42, Calif. 
ay Glenn A., Maj. from APO 131, to 
PO 350, New York, N.Y. (In Service) 
WwW aiker, James E., from Sandusky, Ohio, to 
A.S.O. Hospital, Kirksville, Mo. 
wat O. M., from Bloomfield, N.J., to 
517-527 Florida Natl. Bank Bldg., St. Pe- 
tersburg, Fla. 


Waskey, Bertram H., 63rd Bn., to 


Co. “A, 54th Med. 


Tn A.S.F.T.C., 
Camp Barkeley, Texas Fin Se Service) 


PLEASE MENTION 


@ Anesthesia of the exposed nerves. 
@© Hemostasis of the bleeding veins. 
© Decongestion of the varicosities. 


Physicians meet these indications with RECTAL 
MEDICONE, plus regulation of the patient's habits 
to secure subsidence and quiescence of the process. 


RECTAL MEDICONE contains 5% Anesthesin to 
effect prompt relief from pain. It is fortified with 
Ephedrine Hydrochloride to stop the bleeding and 
modern anti-hemorrhoidal agents required to secure 
retrogression and resolution. 

The wide and constancy growing employment of 
RECTAL MEDICONE attests most eloquently to the 
foremost place which it has attained in its field. 


MEDICONE COMPANY 


225 VARICK STREET, NEW YORK 


THE JOURNAL WHEN WRITING TO ADVERTISERS 


STOPS 


‘HEMORRHOIDAL 


PAIN 
WITHIN 
5 MINUTES 


Webb, Donaid P., from Box 211, to Box 275, 
Elk Grove, Calif. 

Weiss. Seymour, KCOS '44; Osteopathic Hos- 
ital of Maine, 335 Brighton Ave,, Port- White, William E., 
and 4, Maine 


Westwood, A 


H., from Bonne Terre, Mo., to Willcut, 


White, Edward D.. 
Texas, to 12th Det. Casual Group “A,” 2nd 


Army, Ft. Jackson, S.C. (In Service) 


Zolna, Martin S., 
1 


Pvt.. from Camp Barkeley, 


Jr., Lt., from APO 562, 


to APO 68, New York, N.Y. (In Service) 


C., from Newport Bank 
Claxton, Ga. Bidg., to Kirk Bldg., Taft, Ore. 


Whitaker, H. Kelsey, from Miami, Fla., to 


from 118-07 109th Ave., to 
918 Ocean Drive, “Miami Beach 39, Fla. 


04-61 Lefferts Blvd., Richmond Hill, N. Y. 


FOR THE DIABETIC 


SUGAR-FREE SWEETS 
Flavors: Cinnamon, Licorice, Orange, Lemon 
Lime, Peppermint, Root, Rum and Butter, and 
Raspberry. Send for Literature. 
Low Carbohydrate 
Dichary Foods rom 
GHICAGO DIETETIC SUPPLY, HOUSE 
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Ralph W. Rice, Chairman; Hal K. Carter, Wallace P. Muir. 
All bookings must be made through the office of the American Osteopathic Association, 540 N. Michigan 
Ave., Chicago 11, Ill. Films must be reserved several weeks in advance to avoid conflicting dates and delays 
in transportation due to war conditions. Catalog will be sent free upon request to members of the profes- 
sion contemplating the use of the films, 


FILM LIBRARY OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Sponsored by Committee on Professional Visual Education 


TITLE 


PRODUCED BY 


AUDIENCE 
SUITABILITY 


NO. OF 
REELS 


TIME TO 
SHOW 


SIZE 
REELS 


SERVICE 
FEE 


The Atlas 


Osteopathic Research 
Lesion 


Osteopathic Research—Second Lum- 
bar Lesion 

Osteopathic Mechanics of the Dorsal 
Area 

Osteopathic Mechanics of the Pelvis 

Osteopathic Mechanics—Anterior Occi- 
put 

Osteopathic Mechanics—A Symposium. 


Osteopathic Mechanics — The First 
Thoracic (Symposium) 


Osteopathic Mechanics—Left Latero- 
flexion Lesion of the Fifth on the 
Sixth Cervical Vertebra. 


Osteopathic Mechanics—Right Latero- 
flexion Lesion of the Fourth on the 
Fifth Lumbar Vertebra. 


Osteopathic Therapeutics—Psoasitis 


Osteopathic Therapeutics — Anterior 
Poliomyelitis 

Athletic Injuries—The Charley Horse 
and the Sprained Ankle. Professional 
and Lay Edition. (Specify which.) 

Our American Feet, mechanics of feet, 
technic of fitting of shoes 


The Anatomy and Mechanics of the 
Foot and Leg 


Anatomy and Physiology of the Feet 
Foot and Ankle Technic 
Foot and Fibula Technic 


Hypertrophy of the Prostate 
Standard Obstetrical Routine 


Around the Clock With You and Your 
Baby 


Posture 


Drs. Rice, Burns, 
& Hoffman 


Drs. Rice and 
Burns 


Dr. Ralph Rice 


Dr. Ralph Rice 
Drs. Wilson, 
Rice and Muir 
Dr. Rice 

Dr. Rice 


Dr. Ralph Rice 


Dr. Ralph Rice 


Drs, Rice & Fry- 
ette 


Drs. Rice and 
Pritchard 


Drs. Ralph Rice 
and Wilbur Bohm 


Dr. Q. L. Dren- 


nan 


Dr. H. E. Cly- 
bourne 
Dr. H. E. Cly- 
bourne 
Dr. H. E. Cly- 
bourne 


Drs, Clybourne & 
Stinson 


Eastman Kodak 
The Mennen Co. 


Carnation Milk 
Co. 


Eastman Kodak 


Professional 
Professional 
Professional 


Professional 
Professional 


Professional 
Professional 


Professional 


Professional 


Professional 
Professional 


Professional 


Professional 
Professional 
Professional 
Professional 
Professional 


Professional 
Professional 
Either 


Either 


3 
3 


50 minutes 
45 minutes 
30 minutes 


45 minutes 
15 minutes 


15 minutes 
20 minutes 


30 minutes 


45 minutes 


45 minutes 


30 minutes 


30 minutes 
15 minutes 
15 minutes 
15 minutes 
15 minutes 


15 minutes 
80 minutes 
45 minutes 


15 minutes 


16 mm. 
16 mm. 
16 mm. 


16 mm. 
16 mm. 


16mm. 
16 mm. 


16 mm. 


16 mm. 


16 mm. 


16 mm. 


16 mm. 
16 mm. 
16 mm. 
16 mm. 
16 mm. 


16 mm. 
16 mm. 
16mm. 


$3.00 
$3.00 
$2.00 


$3.00 
$1.00 


$1.00 
$1.00 


$2.00 


$3.00 


BET-U-LOL 


HUXLEY PHARMACEUTICALS 
521 FIFTH AVENUE, NEW YORK, N. Y. 


CONTAINS 


The Ethical Topical Anodyne 
that Controls... PAIN in muscle 
nerve and joint inflammations — 


CHLORAL HYDRATE ‘MENTHOL 


METHYL SALICYLATE * 


with STORM SUPPORTS 
Saves weeks of time after operations. 
Cuts down absenteeism due to 


PRESCRIBE or DISPENSE. - Ptosis- Lame Back -Hernia,etc. 


lame backs 


MEASURE 


Katherine L.Storm 


Supports 


1701 DIAMOND ST 


PHILADELPHIA, PA 
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The Display Window 
of Osteopathy 
OSTEOPATHIC MAGAZINE 
How better can an osteopathic physician tell of the 


many conditions in which manipulative therapy can 
benefit humanity? 


How better can the progressive programs of osteop- 
athy be presented to thinking people than through 


STE p ATHLE Magazine? 


Send OSTEOPATHIC MAGAZINE extensively as your 


Christmas Greetings 


How better can the message of good will be OSTEOPATHIC 
brought to the attention of friends, patients, M AG A Z I N E 


neighbors, influential fellow townsmen and 
3 Delivered in Bulk to Your Office 
women, local and state educators, business asso- ple Single Octe: 


stat d Under 200 Copies............$6.50 per 100 $7 
ciates, legislative representatives both e an 5.50 per 100 6.00 ber 100 

Above rates do not include imprinting. See imprint- 
ing charges below. 


national? 


ior ur F American Osteopathic Associa 
The xpect 540 N. Michigan Ave, Chicago, 11. 
i Please send the undersigned 


of Osteopathic Magazine, Month............ 
Without profes- 


2 per cent for cash on orders of 500 or more. 


AMERICAN OSTEOPATHIC ASSOCIATION 
540 N. Michigan Ave., Chicago 11, Il. 


be 
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professional card ; $2.50 per 100 extra with professional 
IMPRINTING PLATE CHARGES 
50 100. Minimum Original 
peee™ Santé Cle United States and Camas Mail- single 
ac . amas -perat 
polls sional card. 
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CALIFORNIA COLORADO DISTRICT OF COLUMBIA 


Drs. Edward B. Jones 


and 
Forest J. Grunigen 
609 So. Grand Ave. 
Los Angeles, Calif. 


Practice Limited to 
Urology—Dermatology—Proctology 


LOS ANGELES 


MERRILL 
SANITARIUM 


Neuropsychiatric 


Downtown Office 
609 South Grand 
Avenue 


Complete Psychiatric Service 
THOMAS J. MEYERS 
A.C.N. 


an 
John L. Bolenbaugh, 
D.O., F.A.C.N. 
FULL facilities for the OSTEOPATHIC 


other 
234 E. Colorado St., Pasadena, Calif. 


Lee R. Borg, D. O. 
and 
John B. Wessel, D.O. 


PROCTOLOGY 
HERNIA 


1130 West Santa Barbara Ave. 
Los Angeles, California 


Axminster 7149 


Dr. Cecil D. Underwood 
Practice limited to 
DERMATOLOGY 


& 
SYPHILOLOGY 


416 West 8th Street 
Los Angeles, California 


Dr. Melvin L. Shostrand 
OSTEOPATHIC PHYSICIAN 


Strictly Manipulative 
3431 Fifth Ave. 


San Diego 3 Calif. 


OR. PHILIP A. WITT 


Division of Urology and Surgery 
ef the Rocky Mountain Clinic 


1550 Lincoln Denver 


APPLICATIONS FOR 
MEMBERSHIP 


California 
Edward J., (Renewal) 503 Bk. of 
America Bldg., Stockton 
Martin, Ruth E (Renewal) 503 Bk. of 
America Bldg., Stockton 


Martin, 


Idaho 
Thurston, F. H., (Renewal) 600 First Natl. 
Bank Bldg., Boise 


Iowa 
Fredericks, H. M., (Renewal) Waud Bldg., 
Ankeny 


Kansas . 
Wolf, Margaret G., (Renewal) 1514 S. Lin- 
coln, Chanute 
Maine 
Crowther, John L., (Renewal) Czimei 
Massachusetts 
Cole, Adam E., (Renewal) 163 Ocean. St., 
ynn 
Missouri 
Thompson, 227 N. Jefferson 


W., 112, 


Knauss, Nellie 
St., Lebanon 

Reid, Richard 
Willard 


(Renewal) Box 


New York 
Hayman, Hazel C., (Renewal) 8 West 13th 
St., New York 


Lathrop, R. W., C. Ph. M., (Renewal) FPO, 


c/o Postmaster, New York 


Ohio 
Koerner, Stanley B., (Renewal) 15003 St. 
Clair Ave., Cleveland 10 
Oklahoma 
Godtel, Richard, (Renewal) Comanche 
Washington 
Corbin, B. L., 4512 University Way, Seattle 5 
Foreign 
Scotland 
Oliphant, A. H., (Renewal) 294 Bath St., 


Glasgow C. 2 


PHILADELPHIA COLLEGE 
OF OSTEOPATHY 


October, 1944 Graduates 


Farrington, Ralph A. 
Ropulewiez, Edward J. 


COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 


October, 1944 Graduates 


Albarian, Edward L. Jones, Juanita G. 
Austin, Regina M. Keyes, Lida G. 

Betz, Fronto R. Lanham, Donald M. 
Breul, Victor G, Lee, Harry Lyle 
Brotman, Herbert R. Madoff, Norman J. 
Bussard, Harry A. Magnall, James G. 
Carlson, Arthur W., Jr. 
Clampett, Earl A. McCornack, Mark W. 
Coats, William H. McDaniel, Melvin T. 
Darrow, Albert K. Moore, Dean V. 
Davis, Philip B. Nelson, Walter W. 
Davis, Wilhelmena H.Ohlsson, Olaf G. 
Dilworth, Donald B Pearl, Norman E. 
Druckman, S. Sidney Reed, William E. 
DuPont, George Z. Sheppard, Stephan A. 
Edelstein. Morris Smith, Kenneth B. 


Brose, Lillian 
Chase, Rodney H. 


DR. CHESTER D. SWOPE 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


FLORIDA 


WALTER W. MARKERT 
OSTEOPATHIC PHYSICIAN 


808 E. Las Olas Boulevard 
Fort Lauderdale, Florida 


Dr. George R. Norton 
Dr. Joseph W. Norton 


1518 East Las Olas Blvd. 
Ft. Lauderdale, Florida 


Mount Dora Hospital, Inc. 
Strictly Private Maternity Hospital— 
Ethical — Seclusion — Pre-natal ms 
Delivery — 
Adv: 
ployed. 
Lena T. Richardson, R.N., 
Supt. 
Mount Dora, Florida 
See 1944 A.O.A. Directory 


Preston Reed Hubbell, D.0. 


OSTEOPATHIC DIAGNOSIS 
& TREATMENT 
Gastro Intestinal Diseases 
1024 S. E. 2nd Court 


Fort Lauderdale, Fla. 
30 Years in Detroit, Michigan 


Exner, Fred A., Jr. 


rorler, Ernest P. 
Frolund, Ernest L. 
Gallay, Herbert B. 


Gaye, John Howard 
Ginsburg. Leon 
Harper, Leslie A, 
Hobson, Herbert M. 
Isreal, Morris V. 
Jensen, James W. 


Snyder, Walter G. 
Stein, Milton E. 
Theriot, John R. 
Thomas, Faith 
Thornton, William H. 
Waldow, Bernard 
Watters, Earl E. 
Wilson, Charles L. 
Woody, Helene P. 
Woody, Lloyd C. 


O. M. Walker, D.O. 


General Osteopathic Practice 


517-527 Florida National Bank 
Bldg. 
St. Petersburg 5, Florida 


Telephone: St. Petersburg 4740 
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care of the insanities, addictions, neuroses, 
epilepsies, migraines and all 
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NEW YORK 


Kenneth F. Kinney, D.O. 


4126 McNichols Road W. 
Cor. Livernois 


Detroit 21, Michigan 


MISSOURI 


COLLIN BROOKE, D.O. 


PROCTOLOGIST 
Certified by A.O.B.P. 


210 Frisco Building 
906 Olive St. 


St. Louis 1 


MISSOURI 


KANSAS CITY 
Dr. Dorland DeShong 


General Osteopathic Practice 
3737-39 Main Street 


WEsport 0611 


NEW MEXICO 


J. Paul Reynolds, D.O. 
Roswell Osteopathic Clinic 
and Hospital 
401 N. Lea 
Roswell, N. Mex. 


GEO. C. WIDNEY, D.O. 
SURGERY 


GEO. C. WIDNEY, JR., D.O. 


OBSTETRICS 


The New Mexico 
Osteopathic Hospital 
Albuquerque 
1020 W. Central 


TELEPHONE 
VOLUNTEER 5-7555 


515 PARK AVENUE corner 60th STREET 


OPPOSITE FORMER LOCATION, HOTEL DELMONICO 


MUNCIE INSTITUTE FOR HEARING 


CURTIS H. MUNCIE, D.O., Se.D. 


NEW YORK CITY 


DEAFNESS AND CAUSES 


MUNCIE RECONSTRUCTION METHOD 


CABLE ADDRESS 
MUNCIEHEAR, N. Y. 


AVAILABLE WITHOUT 
CHARGE 


A library of sound and colored films 
(16mm) of the ear, loaned gratis with 
the compliments of the MAKERS OF 
AURALGAN to physicians’ study 
groups of 25 or more professional men 
in attendance. Timely subjects include: 


THE ANATOMY OF THE EAR 


OTOSCOPY IN THE INFLAMMA- 
TIONS 


OTITIS MEDIA IN PEDIATRICS 


A CLINIC ON ACUTE MASTOIDITIS 
SUPPURATIVE PETROSITIS, MENIN- 
GEAL 


A CLINIC ON CHRONIC OTITIC 
PURULENCIES 


A DRY CLINIC ON SINUS THROM- 
BOSIS 


Projection time—30 minutes. 


These and other films now being 
made are produced under the able direc- 
tion and supervision of eminent otol- 
ogists. 


Film projector, sound equipment, 
screen and competent operator are sup- 
plied without charge wherever such fa- 
cilities are not available. 


Also a series of 35 colored lantern 
slides (4x3%4) suitable for instruction 
of nurses. Address Doho Chemical Cor- 
poration, Auralgan Research Division, 
58 Varick Street, New York 13, N. Y. 


NEW YORK 


PENNSYLVANIA 


Dr. C. Haddon Soden 
ANESTHESIA REDUCTION 


Suite 711-12 


12 South Twelfth St. 
PHILADELPHIA, PA. 


RHODE ISLAND 


Dr. F. C. True 
SURGEON 
1763 Broad St. 
PROVIDENCE, R. L. 


CHIEF SURGEON 
B. I. OSTEOPATHIC HOSPITAL 


VIRGINIA 


Vincent H. Ober 
Bankers Trust Bldg. 


NORFOLK, VIRGINIA 
General Practice 


Proctology—Varicose Veins 
Hernia 


Clinical and X-Ray Laboratories 


ENGLAND 


Dr. Thomas R. Thorburn 
Dr. J. Marshall Hoag 


HOTEL BUCKINGHAM 
101 W. 57th Street 
New York City 


Dr. Chas. W. Barber 
General Osteopathic Practice 
140, Park Lane, 


London, W.1. 
England. 
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OSTEOPATHY — ITS SCOPE OF PRACTICE 


Is the title of 


Osteopathic Health No. 12 


Here is an excellent Christmas greeting for distribution to your patients. 
Two colors—red and green—are used throughout. The cover is eye- 
catching and fitted to the Christmas season. The text clearly indicates 
by words and pictures that osteopathy is a complete system of healing. 


These undated, attractive little tracts may be distributed from 
the office, or mailed with your monthly statements, without extra charge 
for postage, or as a special mailing in unsealed envelopes, at one and 
one-half cents each. 


Orders may consist of assorted titles. 


Price: $2.75 per 100. Envelopes 25 cents per 100 extra. 


Use This Order Blank for 0. H. No. 1—Osteopathic Care in Pneumonia 


American Osteopathic Association No. 2—Osteopathy in Heart Disturbances 
540 N. Michigan Ave., Chicago 11, Ill. No. 3—Low-Back Pain 
No. 4—Contagious Diseases of Children 
No. 5—Osteopathic _— of Peptic Ulcers 
months beginning with No. 12, or No. 6—Osteopathic Care of Women 

No. 7—Occupational Wry-Neck 

No. 8—Spinal Curvature 


Please send pies of O. H. for 


copies each of Nos. 


CHECK SERVICE WANTED | No. 9—Health Roundup Time 


No. 10—Osteopathic Conditioning in 
Athletics 


No. 11—Sciatica 


Contract CI Single order 
(0 With professional card 0 Deliver in bulk 


With fessional card Mail to li 


Name 


AMERICAN 

OSTEOPATHIC 
City Zone State ASSOCIATION 
COPY FOR PROFESSIONAL CARD BELOW 540 N. Michigan Ave., Chicago 11, Hl. 


St. and No 
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FUNGOUS 
INFECTIONS 


RINGWORM 


SKIN IRRITATION 


Sopronol is absorbed by the fun- 
gous organism, preventing _ its 
spread and effecting its rapid 
elimination. Clinical tests in a 
world famous hospital demon- 
strated that Sopronol is non-toxic, _ 
non-keratolytic and effective. 

Samples, descriptive pamphlet 
and reprint sent upon request. 


MYCOLOID LABORATORIES, Inc. | 
Little Falls New Jersey 
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SOPRONOL 


SOD. PROPIONATE 
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THE NEW MSZO REFLECTOR 
INFRA RED BULB 


(Made of Special Ruby Glass) 


A3 IN INFRA RED-LAMP 
IN THE DOCTOR'S OFFIGE 


1—Replaces old 
slow burning 
heat units— 
gives instant 
heat, uses only 
260 watts and 
gives 3 to 5 
times the pene- 
tration of ordi- 
nary heat units. 
2—May be used 
in any physi- 
cian’s examin- 
ing lamp or 


light socket 
with equal ef- 
ficiency. 


Replaces elec- 
tric pad or hot 
water bottle 
with a more 
penetrating 
heat. No dan- 
ger of shock, 
instant efficient 
heat from your 
patient’s read- 
ing lamp. For 
wet dressing 
bed sores, or 
whenever heat 
is indicated. 


AS A PRESCRIPTION UNIT FOR HOME 


Fits ary bridge 
lamp or stand- 
ard light socket. 
Excellent for 
home _ treatm- 
ment. Recom- 
mended Retail 
Price $10.75. 
Consider these 
advantages: 
1—Built in re- 
flector 

2—3 to 5 times 
more efficient 
3—Economy 
4—Instant Heat 
5—Fits stand- 
ard socket 
6—2,000 hr. or 6 month guarantee. 
B110—Price $7.50. Ask your dealer or 
write 


U. S. MEDICAL SPECIALTY CO., INC. 
MINNEAPOLIS, 2, MINNESOTA 
223 South Gth Street 
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quslibus HON 


The old Roman adage, "there is no disputing about 
tastes,” is especially true of your patient’s preference 
in contraceptives. ¢ Fortunately, she has equally at her 
fingertips, a fully dependable contraceptive preparation 
in cream form, as well as the more familiar jelly, 
e For Ortho supplies both. Ortho-Creme vaginal cream 
is pharmaceutically elegant, a worthy companion 
product to Ortho-Gynol vaginal jelly. Like Ortho- 
Gynol, Ortho-Creme is readily miscible with vaginal 
secretions, and effectively spermicidal. It is accept- 
able to the most fastidious patient, and may be safely 
employed over a prolonged period without fear 
of irritation. ORTHO PRODUCTS, INC., LINDEN, N. J. 


ACCEPTED 


ASSN 


Active ingredients: ricin- 
oleic acid, boric acid, 


sodium lauryl sulphate. 
WHEN A CONTRACEPTIVE CREAM IS PREFERRED 


Copyright, 1944, Ortho Products Inc., Linden, N. J. 
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hear the wars practically over... back home 


ROBABLY it’s only natural for us here at 
home to feel that the war’s almost won, 
the way the good news has been pouring in. 
But the war’s not over for him—not by a 
long sight! And he’s just one of a few million 
or more that will stay over there until they 
finish the bloody mess. Or kill time for a 
few months—or years—in some hospital. 
What about you? 
This is no time to relax. No time to forget 


the unfinished business. It’s still your war, 
and it still costs a lot. 


So dig down deep this time. Dig down till 
it hurts, and get yourself a hundred-dollar 


Buy at least one extra $100 War Bond today | 


War Bond over and above any you now own 
—or are now purchasing. This 6th War Loan 
is every bit as important to our complete 
and final Victory as was the first. 


Don’t “let George do it”—get yourself 
that added bond and help finish a magnifi- 
cent job right. The quicker you reach down 
deep, the better you do your job for war, 
the more you'll contribute to ending the 
fight. And the quicker they'll come back— 
the guys that can still be killed. 


After all, you’re safe and sound and home. 
That’s worth another hundred-dollar bond to 
you, isn’t it? 


American Osteopathic Association 


This is an official U. S. Treasury advertisement—prepared under auspices of Treasury Department and War Advertising Ceuncik 
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HANDLE GENTLY 


For many therapeutic problems radical measures may 
be appropriate — on the principle that “the end justifies 
the means.” 


Not so the treatment of constipation! Responsible medical 
opinion insists that gentle handling usually proves the most 
effective handling — as (for instance) with an unfortified 
hydrogel such as Serutan. 


With hemicellulose as its principal active ingredient, 
Serutan absorbs and holds up to twenty times its own weight 
of water. Thus, without recourse to chemical stimulants, 
physical irritants or seeping oils, it encourages the pro- 
duction of a demulcent, unctuous stool for gentle voiding. 
Available: In 4-oz. or 10-oz. packages, or in 30-oz. hospital size container. 


SERUTAN, PROFESSIONAL SERVICE DIVISION, JERSEY CITY 6, N. J. 


THE PHYSIOLOGIC AID TO NORMAL EVACUATIO 


. Reading time for the busy 
* physician . . . 32 seconds 
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